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THE Ru ANTIBODY SPECIFICITIES FOUND IN 115 
HUMAN ANTI-Ru SERA.’ 


By R. T. SIMMONS, 
From the Commonwealth Serum Laboratories, 
Melbourne. 


THE purpose of this paper is to draw attention to the 
various Rh specificities which may be encountered when 
human anti-Rh sera are tested to determine the types of 
Rh agglutinating and/or blocking (incomplete) antibodies 
present; further, to indicate a method of testing for such 
antibodies which has proved satisfactory in my hands, to 
discuss briefly the implications which arise from a study 
of the results obtained, and to draw attention again to the 
inadequacy of most cross-compatibility tests performed 
prior to blood transfusion in many laboratories. It is 
hoped to present at a later date a general review of the 
methods of Rh testing and detection of antibodies, as 
methods have appeared in overseas journals which are 
often not available to all laboratory workers in Australia. 

The position in regard to the use of anti-Rh testing 
serum in Australia is most satisfactory, owing to the fact 
that the problems of collection, determination of specificity 
and distribution (with detailed instructions for use) were 
energetically tackled by the Red Cross Blood Transfusion 
Service in conjunction with the Commonwealth Serum 
Laboratories as early as 1943. The result is that today we 
are supplying as a free service tested anti-Rh serum to 
more than 155 pathologists? and hospitals throughout 
Australasia. The serum supplied has all been of the 
agglutinating variety, and high titre avid sera have been 
selected as far as possible. The practice of supplying Rh 
testing sera of the agglutinating variety for over five years 


7Part of a paper presented at a meeting of the National Red 
Cross Blood Transfusion Service, Brisbane, Queensland, on 


June 8 8, 1948. 
*This number has now increased to 190. 











is supported by Levine (1948), who states in reference to 
Rh testing that the reagent of choice is the agglutinin 
which is active on blood celis suspended in saline. 
Australia owes a debt of gratitude to the many mothers 
who, sometimes after the loss of an infant, have generously 
contributed a pint of their blood so that the lives of other 


mothers and infants may be protected. 


Materials and Methods. 


The samples of serum tested have been supplied mostly 
by the various laboratories of the Red Cross Blood Trans- 
fusion ‘Service and others were encountered in routine Rh 
testing. 

The 115 human anti-Rh sera comprising this collection 
are not a completely random sample, in that some especially 
selected stock sera have been included in the series, and 
their presence tends to suggest (see Table III) that some 
of the rarer types of Rh agglutinating sera are more 
common than is actually the case. One of the purposes of 
completely testing this series for specificity was to obtain 
a picture of the Rh blocking (incomplete) antibody con- 
tent of the sera, and the results indicate approximately 
what would be found in a truly random sample. 


Slide Technique. 


The methods of testing for Rh-agglutinating and/or 
Rh-blocking (incomplete) antibody titres are those which 
we first used in 1945 and which were later described in 
a paper by Henry and Simmons (1946). Preliminary tests 
on slides and in tubes: showed that slide tests under con- 
trolled conditions gave results equal to those obtained in 
tubes. The advantages of slide tests are economy of 
glassware used, together with greater ease and rapidity 
in handling large numbers of tests or titrations. The glass 
slides used are of clear glass, of an area of three inches 
square, marked off into 16 squares with paint or enamel. 
It is essential that the slides be kept free of grease, and 
after each use they are washed with sandsoap and running 
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water, drained, and polished with a clean, freshly laundered 
glass towel. The moist chambers employed are six-inch 
Petri dishes containing 14-centimetre “Seitz-type’ round 
filter pads kept wet, or moistened blotting paper. A set 
of these dishes is kept permanently in the 37° incubator 
and others are used on the bench. Thus no drying of the 
test material can take place, even if it is incubated for 
twenty-four hours. ‘Small rods of glass or wood are used 
in the dishes on which to rest the slides. One corner of 
each slide is permanently marked to indicate the order of 
the tests on the slide, and grease pencil numbers are used 
on the Petri dishes to indicate the recorded test numbers. 
The slides when placed in the dishes at 37° C. are warmed 
quickly, and agglutination is often rapid and complete. 
The 16 tests on each slide can be quickly scanned with a 
hand lens and with experience it is possible to detect even 
fine degrees of agglutination which, if checked micro- 
scopically, can. be recorded ‘only as a trace. The tests are 
read after incubation at 37° C. for thirty and sixty minutes. 
(For earlier descriptions of slide tests for M-N and also 
Rh testing see Simmons et alii, 1941 and 1943.) 


r Determination of Rh-Agglutinating Antibody 
Content in Serum. 

‘As a routine method, when the patient was known to be 
Rh-negative, that is, of genotype rr (cde/cde), only three 
types of cells were used for testing for Rh antibody con- 
tent and specificity—namely, Rh, (cDe), rh’ (Cde) and 
th” (cdE). The cell samples were collected from persons 
of these Rh types directly into slightly modified Rous and 
Turner glucose-citrate solution (Simmons and Graydon, 
1945) to give cell suspensions of approximately 10%. (This 
is the percentage we now recommend for Rh testing or 
typing on slides.) When they are collected this way, no 
washing of the cells.is necessary. When a patient whose 
serum was to be tested was known to be Rh-positive, cells 
of genotype rr (cde/cde) were included in addition to 
those already mentioned. If the Rh status of the patient 
was unknown, the four named types of cells were used as 
a routine measure. 

‘The patient’s serum was serially diluted with normal 
sterile saline (0°85% sodium chloride in distilled water) 
to give dilutions of 1/5, 1/10, 1/20 et cetera. In all pre- 
liminary tests for the detection of Rh agglutinins the 
patient’s serum was tested at four strengths only—namely, 
undiluted, 1/5, 1/10 and 1/20—as this range of dilutions 
was considered adequate to detect evidence of agglutinins 
and any possible zoning effect? likely to be present in the 
serum dilutions. Thus for the detection of Rh agglu- 
tinating antibodies, the equivalent of a saline system was 
employed and this preliminary titration was done on one 
sHde. 


Determination of Rh-Blocking (Incomplete) Antibody 
Oontent in Serum. 

For the detection of Rh-blocking or incomplete anti- 
bodies a system was employed in which the use of saline 
(or water) was avoided; thus the patient’s serum was 
serially diluted with a selected normal serum of group AB 
(one completely free of any antibodies), and the test cells 
were collected from the donors of the known Rh types 
directly into human albumin (25%) to give approximately 
10% suspensions. The albumin used throughout has been 
an American war-time product especially prepared for 
intravenous transfusion, and our samples have proved 
most satisfactory in testing for Rh-blocking (incomplete) 
antibodies: The system employed was therefore the serum- 
albumin system recommended by Henry and. Simmons 
(1946) and independently soon afterwards by Levine 
(1946). : We advised the use of normal group AB serum 
as a diluent for the patient’s serum, whilst Levine recom- 
mendéd pooled serum from male donors for this purpose. 


The Tests and Technique. 


‘One drop of each serum dilution was placed on the slides 
in the appropriate square, the order of procedure being as 





1 Variation in strength of agglutination in a reverse order or 
abserice of agglutination in certain dilutions and presence again 
in others later in the series. 





usual from the highest dilution back to the undiluted 
serum. One drop of each cell suspension was then added 
to the respective serum dilution as shown in Tables I 
and II. 

The serum and cells were mixed by gentle rocking and 
the slides were immediately placed in the moist chambers 
at 37° C. The inside tops of the dishes should be wiped 
occasionally to remove any drops of condensation moisture. 


A great saving in the use.of sterile Pasteur pipettes in 
any laboratory can be made by having several pipettes 
delivering a known number of drops per millilitre, standing 
in a mug of boiling distilled water on the bench. Pipettes 
can be rinsed two or three times in the boiling water 
between the pipetting of the various dilutions and before 
insertion in each cell sample. The pipettes should be 
fairly well drawn out, and after they have been washed 
in the boiling water a few quick movements through the 
air removes all trace of water and effectively cools the 
pipette. To test for adequate cooling, place the pipette 
occasionally on the back of the fingers. By the use of this 
technique it is unusual te contaminate either the serum or 
the cell samples, and only a few sterile Pasteur pipettes 
are required each day for special purposes. 

In making serial dilutions of the patient’s serum for 
accurate titrations, which can be duplicated if necessary, 
it is essential that a washed, dry, graduated pipette be 
used for each separate dilution made; but for ordinary 
rough work it is permissible to use the same unwashed 
Pasteur pipette for making successive dilutions. 


























TABLE I. 
eee St Potency and Spee of Anti-Rh Sera on Slides ; Preliminary 
; Rh-Agglutinating Antibodies (Saline System). 
Patient’s Serum with Saline. 
Red Cells in Rous and 
Turner Solution. 
(10% Suspensions). Diluted Diluted Diluted 
Undiluted. 156 1/10 1/20 
Group O Rh, (cDe) “s 33 2 1 ~ 
Group O Bee ODS - -? - - _ 
Group O rh’ (cdE) ee - - - - 
1 Figures indicate degrees of lutination. 
2“ —” indicates absence of agglutination. 
TABLE II. 
Rh-Blocking (Incomplete) and/or — Antibodies (Serum-Albumin 
ystem). 





Patient’s ee | with ‘ae 
Red Gells in 25% Group AB Serum. 
Human = or Fresh 








(10% on Diluted Diluted Diluted 
Undiluted. 1/5 1/10 1/20 
Group O Rh, (c 4 4 4 4 
Group O rh’ ( eps) es 4 4 2 1 
Group O rh’ (cdE) mm _ - _ = 

















Tables I and II each show an example of the systems 
employed and the type of results obtained. In this instance 
(Table I) Rh, agglutinating antibodies (anti-D) were 
detected to a dilution of 1/10, whilst Table II shows that 
potent Rh, blocking (incomplete) antibodies (anti-D) were 
also present to a dilution of 1/20 and higher. In addition, 
as was quite common in our series, anti-rh’ (anti-C) 
blocking antibodies were present in this instance to a 
dilution of 1/20. 

It will be observed a that to further familiarize 
readers with the two Rh nomenclatures most widely used, 
the Rh types and Rh antibodies are shown in this paper 
according to the nomenclatures of Wiener (1946) and 
Fisher and Race (Race, 1944). 


Results and Discussion. 


All of the sera in this series were from females, of 
whom 112 were Rh negative rr (cde/cde), two were of 
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genotype R'R' (CDe/CDe), and one was of genotype R’r 
(Cde/cde). In all cases except two, or possibly three, 
the Rh antibodies were produced as the result of iso- 
immunization in pregnancy. In two cases immunization 
was due to successive transfusions of Rh-positive blood 
into Rh-negative women. In one case (Table III, group 
(iii) ) the patient’s blood when tested was found to contain 
weak anti-Rh, and anti-rh’ (D + C) agglutinating antibodies 
together with anti-Rh,, anti-rh’ and anti-rh” (D + C + EB) 
blocking (incomplete) antibodies, with titres of 160,000, 
640 and 40 respectively. In the other case (one of group 
(iv) ) the woman’s blood contained, at the time of testing, 
weak anti-rh’ (anti-C) agglutinating antibodies together 
with anti-Rh, (anti-D) blocking or incomplete antibodies. 


The results of the titrations and tests for Rh specificities 
are summarized in Table III. 


For some clearness of presentation the results have been 
sorted into six groups numbered (i) to (vi) and the 
number of anti-sera falling into each group is shown. 


It should be noted that in some instances in Table III, 
when agglutinating antibodies have been shown to be 
present and blocking (incomplete) antibodies have been 
shown as absent, blocking antibodies may actually 
have been present also, but of equal or lower titre than 
the agglutinating antibodies, and thus could not be 
detected by the methods employed. 


There are two examples in this series of Rh,Rh, (CDe/ 
CDe) mothers having been immunized by Rh,Rh, (CDe/ 
cDE) infants (see group (i) and group (v)); in one case 
the antibodies detected were anti-rh” (anti-E) agglu- 
tinating and in the other both anti-rh” (anti-E) agglutin- 
ating and blocking antibodies were present. The two cases 
were found by Dr. Rachel Jakobowicz and Dr. Vera 
Krieger respectively at an interval of only a few weeks. 


There was no instance in this series of tests where 
blocking (incomplete) antibodies, if present, were not 
detected when cells in albumin were added to the patient’s 
undiluted serum. No instance of marked zoning was 
noticed in the serum-albumin titrations as was sometimes 
seen in the saline titrations; but in two instances a 
weaker reaction with some degree of cell hemolysis was 
seen in tests with the patient’s undiluted serum, together 
with the absence of hemolysis and stronger agglutination 
in later dilutions. This observation, however, was not 
regarded as an example of classical zoning, but really 
indicated the presence in the serum of a hemolysin. 





The Antibodies Detected. 


The findings in relation to the various antibodies 
detected in the series are shown in Table III. Of the 115 
human anti-Rh sera tested, 69 showed anti-Rh, (anti-D), 
24 showed anti-rh’ (anti-C) and four showed anti-rh” 
(anti-E) agglutinating antibodies. In the serum-albumin 
tests for blocking or incomplete antibodies, 66 (57%) 
showed anti-Rh,, 49 (48%) showed anti-rh’, and two (2%) 
showed anti-rh” incomplete Rh antibodies. The common 
occurrence of anti-Rh, blocking antibodies is generally 
recognized; but the finding of 43% anti-rh’ blocking anti- 
bodies in 115 human anti-Rh sera was somewhat higher 
than expected. Some of the results recorded as positive 
showed weak reactions only, and there were a few instances 
in which weak anti-C blocking antibodies were detected 
when it was known that the C antigen could have played 
no part whatever in the immunization of the patient. 
Such reactions must be non-specific in origin, but because 
they were detected they were recorded in the series. The 
finding of only 2% anti-rh” blocking (incomplete) anti- 
bodies in the series was as expected, because of the rarity 
with which anti-rh” agglutinating antibodies are generally 
detected. This finding agrees with the recognized poorness 
of rh” (E) as an antigen. 


Detection of Rh Antibodies by Hospital Laboratories. 


It will be noticed that the determinations of Rh speci- 
ficity were made by the use of group O cells of types 
Rh,, rh’ and rh”, which were readily available from our 
control panel of cells. Determination of specificity of Rh 
antisera is therefore largely a task for the main testing 
laboratories. For the hospital laboratory where such rare 
type cells are not available, the testing of sera resolves 
itself mainly into the detection of Rh antibodies. This may 
be done by the use of a group of, say, eight cell sus- 
pensions from blood group O persons of unknown Rh 
types. Such a number may reasonably be expected to 
contain all the antigens C, D, E, c, d, e. It is, however, 
preferable to have 12 of the permanent staff or local people 
of blood group O Rh typed by the Red Cross Blood Trans- 
fusion laboratory in your own State. Thus there will be 
available known group O cells of type Rh, (CDe), Rh, 
(cDE), which can be used in conjunction with each other, 
or cells from one person only of type Rh,Rh, (CDe/cDE) 
may be used which obviously contain all three of the major 
antigens and two of the minor antigens. It is also advisable 
to have available proved Rh-negative cells, type rr (cde/ 


TABLE III.* 


Rh-Agglutinating and Rh-Blocking (Incomplete) Antibodies in 115 Human Sera. 


(Series Partly Selected.) 





Rh-Agglutinating Rh-Blocking (Incomplete) 
Antibodies. Antibodies. . 





rh’ 


th’ Rho rh’ 
(E) 


(0) (D) (C) 


Antibodies : 
Anti- 


Number in 
each Group. 


Rh Status 
of Patient. 





1++ 
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Rh, agglutinating. 
Rhgrh’ agglutinating. 
th’ agglutinating. 


to 


Rh-negative. 
Rh-negative. 
Rh1Rhl. 


ew 
— 





1++ 


Rhy sriaiine +Rh, and/or 
locking. 


Rh-negative. 
Rh-negative. 
Rh-nega‘?e, 


Coon! om 
t 
= 
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++4++] +++ 
+++] +41 


Rhgrh’ 
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th’ agglutinating + blocking. 


Rh-negative. 
Rh-negative. 
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Rh-negative. 
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112 Rh-negative (rr). 














that in a very large sample of the Australian population, 


40% were found to be oe 


1 Of the 115 anti-Rh sera, 55 were of group ‘. = bye of group O, 11 were of group B and 8 were of group AB. For comparison as to the frequency of 
‘antibodies within the blood gro’ eal ben naned oy we rt 3 


occurrence of 
group A and 47-5% of group O. (Bryce, Takobowis oa Moarehue 19 1946.) 
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cde), for testing samples of serum from Rh-positive persons 
suspected of having been immunized. 


The tests for Rh antibodies may then be carried out 
according to the schemes shown in Tables I and II and 
at 37° C. It is generally sufficient to test the patient’s 
serum undiluted and diluted 1/5. Samples of human or 
bovine albumin are not available commercially in Aus- 
tralia, and in its absence satisfactory results will be 
obtained in testing for Rh-blocking antibodies by the use 
of the test cells suspended in fresh compatible plasma or 
in the donor’s own plasma. The use of plasma was sug- 
gested by Wiener (1945) in his conglutination test. 
Compatible serum may also be used as a cell-suspending 
medium, but this is regarded as slightly inferior to the 
use of fresh plasma. If tube tests are used in preference 
to slides, the strength of the cell suspensions must be 
reduced to approximately 2%. 

It should be now obvious that samples of anti-Rh sera 
found in smaller laboratories should not be used as a 
testing reagent unless the specificity has been determined 
by one of the main blood-testing laboratories. Similarly, 
samples of serum collected preferably seven to fourteen 
days after an unusual transfusion reaction should also be 
sent for identification of the antigen concerned. In this 
way “new” blood group antigens will be found. 


Cross Compatibility Tests Prior to Blood Transfusions. 


In spite of all that has been written in recent years 
relative to advances in serology, a number of laboratory 
workers are still content to perform cross-compatibility 
tests using donor cells in saline only, and often observe 
the tests for no longer than fifteen minutes, mostly at 
room temperature. Such inadequate technique is to be 
deplored. 

Reference to Table III will show that of 115 human 
sera in which Rh antibodies were demonstrated, there 
were 37 samples (group (vi)) in which no Rh-agglutin- 
ating antibodies were detected by the saline technique; 
but by the serum-albumin technique blocking or incom- 
plete antibodies were shown to be present. In all 37 
samples anti-Rh, (anti-D) blocking antibodies were present, 
whilst, in addition, in 19 anti-rh’ (anti-C) blocking anti- 
bodies were present. i 

The serological findings in this group show that all of 
these 37 patients could be given incompatible blood trans- 
fusions and that the incompatibility could not be detected 
by cross-matching with donor cells suspended in saline. 
It is therefore essential that, in addition to a cross- 
matching test with donor cells in saline, donor cells 
should be suspended also in their own plasma or in 
fresh compatible pooled plasma, or in compatible serum, 
or in 25% albumin solution if available. 

The cross-compatibility tests should be performed at 
both room temperature and 37° C., and the readings should 
be made at thirty minutes and again at sixty minutes. 
The patient’s serum should be tested undiluted and prefer- 
ably also diluted to 1/5, as in Tables I and II. The room 
temperature tests will detect any blood group (ABO) 
incompatibility, but for Rh incompatibility the tests must 
be performed at 37° C. It is definitely not sufficient to 
read the results after the test mixtures have stood for 
fifteen minutes only, as is sometimes done. 

The rapid slide test of Diamond and Abelson (1945) 
in experienced hands has a useful application as a quick 
compatibility test; but until experience is gained in the 
interpretation of the results, it should be used only as a 
supplementary test to other recognized techniques. The 
technique briefly is to mix one drop of a fresh whole 
sample of the donor’s blood on a slide with an equal part 
of the patient’s serum. The slide is warmed slightly and 
rocked gently from side to side. Errors in interpretation 
are generally due to non-specific agglutination or rouleaux 
formation; the latter will disappear on the addition of 
one drop of saline and subsequent stirring. Agglutination 
by an incompatible antibody is usually rapid by this tech- 
nique, and the final reading may often be made after two 
or three minutes; but the warning must be heeded—the 
test is not one for workers inexperiencd in this technique. 








Summary. 

1. The Rh antibodies and specificities found in 115 
human anti-Rh sera have been described, together with 
satisfactory methods of testing. 

2. Of the blocking (incomplete) antibodies detected in 
these antisera, 66 (57%) were found to have anti-Rh, 
(anti-D), 49 (48%) showed anti-rh’ (anti-C), and two 
(2%) anti-rh” (anti-E) specificity. Anti-rh’ blocking anti- 
body was more common than was actually expected; but 
the low percentage of anti-rh” blocking antibody was as 
anticipated, because of the rarity with which anti-rh” is 
found as an agglutinating antibody in routine testing. The 
series, however, was not a truly random sampling, and 
thus anti-rh” blocking antibodies may be detected even 
less frequently than was found in this series. 

3. Samples of anti-Rh sera detected should be tested for 
specificity by one of the main testing laboratories before 
being used in any hospital laboratory. Methods of testing 
for Rh antibodies in the smaller hospital laboratories are 
also described. 

4. Attention is again directed to the inadequate cross- 
compatibility tests performed in many hospital laboratories 
prior to blood transfusion, and the minimum requirements 
to ensure satisfactory tests are described. 
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THE CLINICAL VALUE OF LIVER FUNCTION 
TESTS." 





By K. Stuart Herzet, M.D. (Adelaide), F.R.C.P. (London), 
F.R.A.C.P., 
Honorary Physician, Royal Adelaide Hospital, 
Adelaide. 





I SHALL consider the problem of liver function tests 
under three headings, for there are three main reasons 
for performing liver function tests: (i) as a help in the 
differential diagnosis of jaundice in an attempt to dis- 
tinguish between hepato-cellular or parenchymatous liver 
diseases and obstructive jaundice—that is between “medi- 
cal” and “surgical” cases; (ii) to obtain confirmation of 
suspected liver disease, (a) to detect latent liver damage, 
(b) to help in the differential diagnosis of enlargements of 
the liver without jaundice; (iii) to detect hepatic insuf- 
ficiency as an aid to prognosis and in directing treatment 
particularly before and after operation. 





1 Read at a combined meeting of the Section of Medicine and 
the Section of Pathology, Bacteriolo Biochemistry and 
Experimental Medicine, Australasian Medical Congress (British 
Medical Association), Sixth Session, Perth, August, 1948. 
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Liver function tests can never replace a well-taken 
history and a carefully conducted physical examination 
and must not be expected to do so. Liver function tests 
therefore must never be considered a short cut to a 
diagnosis, and at best can help only when due regard is 
paid to their limitations against the background of all 
available clinical evidence. 

We must realize that the liver is an organ with a very 
great functional reserve, for it is computed that 20% of 
normally functioning liver would be sufficient to give 
normal results to tests. So it is readily understandable 
that a severe patchy lesion may give little evidence of 
disturbance in liver function, while a much slighter but 
diffuse lesion may produce a decrease in hepatic function. 

The liver has many functions, which are not always 
affected at the same time or to the same degree. Thus in 
view of this dissociation, it is obvious that we should 
execute several tests covering the different functional 
activities of the liver in order to obtain a true assessment 
of the derangement of hepatic function. 

In the past clinicians have tended to rely on one or two 
tests to assess liver function. No single liver test can be 
relied on at all times, and no single test is free from 
all theoretical and practical objections. Even the so-called 
specific tests of liver function are not necessarily diag- 
nostic of liver disease, for the hepatic function may be 
upset by many illnesses other than hepato-biliary diseases, 
such as infections, anemia, toxemias and malnutrition 
amongst many others. Here, then, I must again stress the 
value of the clinical assessment of the case to exclude 
such possible factors. 

Because different diseases give different patterns of 
disturbed function much assistance may be given by liver 
function tests in differential diagnosis. 

The dissociation and multiplicity of liver function tests 
must be carefully considered in the interpretation of 
negative results, for they do not necessarily exclude damage 
of the liver with its tremendous reserve. Most emphasis 
must be placed on positive results of liver dysfunction. 

When several liver function tests covering. different 
functional activities all produce positive results, one feels 
on relatively safe ground in assessing liver damage. Under 
these circumstances, too, results on repetition of the tests 
indicating increase or decrease of the liver damage can be 
accepted with a certain amount of confidence. 

Hence, while not unmindful of the many pitfalls, I 
maintain that, unsatisfactory as may be any Single liver 
function test, a number of them taken together can be of 
great help to the clinician in his “liver problems”. I shall 
briefly enumerate the tests I have found of most value, 
all of which need not be used in every case. 


Urobilinogen in the Urine. 


The discovery of an excess of urobilinogen in the urine 
revealed by Ehrlich’s aldehyde reagent is a simple and 
valuable test. Usually a positive reaction can be obtained 
in normal urine to a dilution of 1 in 20; but a positive 
reaction is given in the cold at higher dilutions than 
1 in 20 when the liver fails to reoxidize the excess uro- 
bilinogen, which then appears in excess in the urine. An 
absolutely negative result is given in the complete absence 
of bile in the gut, as in complete obstruction of the common 
bile duct or complete failure of the flow of bile to the 
duct from any other cause—for example, in certain stages 
of acute hepatitis. The presence of urobilinogen in the 
urine is strong evidence against neoplastic biliary 
obstruction. In hepatitis and hemolytic jaundice excessive 
amounts of urobilinogen appear in the urine. 


Flocculation Tests. 

Any one of the four commonly used flocculation tests— 
the serum colloidal gold reaction, the cephalin-cholesterol 
flocculation test, the thymol turbidity test and thymol 
flocculation test—can be considered satisfactory, although 
Maclagan has found the thymol flocculation test the most 
sensitive. They all depend on an increase in the globulin, 


especially the y globulin, and a lowering of the albumin: 
fraction of the serum. These tests have a high degree of ° 


Sensitivity for active hepatic disease, but do not measure 





any specific function of the liver. The tests do not depend 
on the inversion of the albumin-globulin ratio as such, 
but on the qualitative changes within the globulin 
fraction. 

They produce positive results in hepatitis, in cirrhosis 
and in arsenical and “Atophan” jaundice. 

The tests produce negative results in about 90% of 
cases of extrahepatic obstructive jaundice even of long 
duration, in spite of the fact that other liver tests may 
reveal increasing liver damage. A negative result does 
not necessarily exclude infective hepatitis. The diagnostic 
value of this test is enhanced if it is used together with 
the serum alkaline phosphatase test and the galactose 
tolerance test. 


Serum Proteins. 

The liver performs an important function in the regula- 
tion of plasma proteins. The serum albumin level tends 
to be somewhat reduced in acute hepatitis, but may be 
greatly reduced in severe and chronic cases. However, low 
levels are usually associated with high globulin levels in 
the euglobulin fraction. The tendency to inversion of the 
albumin-globulin ratio is present in cirrhosis of the liver. 

Changes in the albumin level are of prognostic impor- 
tance, the outlook being poor when levels below 2:5 
grammes per centum are found. The normal range is 4:0 
to 5-5 grammes per centum of albumin in the serum. In 
long-continued obstructive jaundice there is a tendency 
for the serum albumin level to be lowered. 5 


Serum Alkaline Phosphatase. 

A rise of alkaline phosphatase in blood results from 
interference with the outflow of bile and occurs in various 
types of liver disease. It may also be increased in various 
bone diseases. The possible coexistence of these must be 
considered and excluded. Such bone diseases are Paget’s 
disease, metastases, malignant and benign tumours of 
bone, hyperparathyreoidism, rickets, osteomalacia and 
tuberculosis of bone. 

The rise in general is greater in extrahepatic jaundice 
than in parenchymatous jaundice. In severe jaundice due 
to gross mechanical obstruction, the phosphatase level is 
always above normal, usually greatly raised, while in 
hepatitis it is often normal but sometimes slightly raised. 

Combining the results with the colloidal gold reaction 
one can support what Maclagan states: (i) a negative 
response to the colloidal gold test with a phosphatase level 
above 35 King-Armstrong units suggests biliary obstruc- 
tion; (ii) a pesitive response to the colloidal gold test 
with a phosphatase level below 25 King-Armstrong units 
suggests parenchymatous liver disease and an absence of 
biliary obstruction; (iii) a strongly positive reaction to 
the colloidal gold test is not seen in obstructive jaundice 
and appears to be diagnostic of parenchymatous liver 
disease with the phosphatase at any level. 

In the absence of jaundice and bone disease a rise in 
the serum alkaline phosphatase level may be indicative of 
liver damage. 4 


The Galactose Tolerance Test. 

There are several modifications of the galactose tolerance 
test. 

1. The original Bauer test consisted in the administra- 
tion of 40 grammes of galactose and estimation of the 
galactose excreted in the urine, which should not be above 
3-0 grammes in five hours if the liver is functioning 
normally. The test is of most value early in a case of 
jaundice before secondary parenchymatous changes have 
taken place. 

2..The oral test covers estimation ef the blood galactose 
content (Maclagan). The peak of the blood galactose 
level should not exceed 80 milligrammes per centum and 
the sum of the four half-hourly estimations over two hours 
should not exceed 160; the average figure is 70 milli- 
grammes per centum. The test normally gives negative 
results in obstructive jaundice of short duration and 
nearly always positive results in parenchymatous liver 
disease. 
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3. The intravenous galactose test does away with the 
variable intestinal absorption factor and is the most 
accurate. One mililitre of a 50% solution of galactose per 
kilogram of body weight is injected, and the blood should 
be free of galactose in seventy-five minutes. It is stated 
that in 50% of cases of obstructive jaundice of up to six 
months’ duration the level was below 20 milligrammes per 
centum in seventy-five minutes, while it was above that 
level in 80% of cases of hepatitis and in 97% of cases of 
hepatic cirrhosis. ; 


The Plasma Prothrombin Level. 


The estimation of plasma prothrombin levels in the 
jaundiced patient may give help with three problems: 
(a) in controlling the tendency to hemorrhage, (0b) in the 
diagnosis of the type of jaundice; (c) in assessing the 
extent of the hepatic damage. 


The liver manufactures prothrombin from vitamin K. 
Provided that there is a normal supply of the vitamin 
from the intestine, levels of prothrombin can be taken 
as an index of liver function. Thus a low level of pro- 
thrombin in a jaundiced patient may be due to hepatic 
damage or failure, or both, in absorption of vitamin K 
from the intestine in the absence of bile in the intestine. 
The response to the injection of vitamin K may help in 
the evaluation of liver damage—a failure for the level to 
rise by at least 20% in twenty-four hours being taken 
,as evidence of liver damage. A prompt response indicates 
that the low prothrombin level was due to lack of vitamin 
XK from impaired absorption secondary to biliary obstruc- 
tion. If the prothrombin level fails to be raised by 
vitamin K injection, this finding indicates the necessity 
for improving the liver function before surgical inter- 
vention and the necessity for blood transfusion to control 
possible hemorrhage. However, in many cases of paren- 
chymatous liver disease the prothrombin level is not 
lowered, and in healing hepato-cellular jaundice a low 
level of prothrombin may be raised by injection of vitamin 
KX, as it is in extrahepatic biliary obstruction. 





The Bromsulphthalein Clearance Test. 

The bromsulphthalein clearance test is based on the 
fact that this dye is removed from the blood mainly by 
the liver. Five milligrammes of the dye per kilogram 
of body weight are injected intravenously. Blood samples 
are taken at five and forty-five minutes after the injection, 
and the percentage of dye after forty-five minutes is 
estimated by comparison with prepared standards. Blood 
in normal individuals is cleaned of the dye in forty-five 
minutes. 

The test is a valuable test of hepatic efficiency in the 
absence of jaundice, and especially in assessing the prog: 
nosis for surgical patients. 


The Hippuric Acid Test. 

The hippuric acid test depends on the synthesis of 
glycine with hippuric acid derived from benzoic acid, given 
as sodium benzoate. This synthesis appears to depend on 
the liver’s first forming glycine in response to the benzoic 
acid and then on the conjugation of the benzoic acid with 
glycine to form hippuric acid. The kidneys may also take 
part in this, as well as influencing the excretion of the 
formed hippuric acid. As the test depends on the functions 
of two different organs, it is of limited value. In many 
cases of obstructive jaundice the hippuric acid excretion 
is considerably reduced when other tests fail to reveal 
hepatic damage. It may be of use as a follow-up test for 
hepatic insufficiency. Low results are also shown in 
anemia. 

There should be an excretion of over 3:5 grammes of 
hippuric acid in four hours as the result of the ingestion 
of 6-0 grammes of sodium benzoate. 


Discussion of Cases. 

Table I gives the results of a number of tests in typical 
conditions of liver disease and liver enlargement taken 
from some of my own cases. 

In Case I, from the history and physical examination 
it was not clear whether this was a case of hepatitis or 


TABLE I. 
Results of Tests in Certain Typical Cases of Hepato-biliary Disease. 





Plasma Prothrombin 
Serum Level. 
Serum Alkaline 
Colloidal | Phosphatase 
Gold Test. | Test. (King- 


Armstrong 
Units.) 


Hippuric 
Galactose Acid 
Tolerance. Excretion. 
(Milli- . (Grammes 
in “our 
Hoars.) 





Case Number and Twenty-four 
Diagnosis. eunee Hours after 
per Centum.) Vitamin &. 








35°6 54% 
83-0 


97°5 
14-4 


Case I: obstructive 40-0 
jaundice due to 


cancer of bile duct. 


Case II: infectious 
hepatitis, 


Case III: acute 
hepatic necrosis 
from “Atophan”’. 

Oase IV: cirrhosis 

liver. 


Case V: cirrhosis 
with primary cancer 


of liver. 


Oase VI: primary 


cancer of liver. 


Oase VII: 


gross 
hepatomegaly, 
secondary car- 


(i) 120 
(ii) 100 





70% 





26-8 . ‘ 10% 





23-0 60% 











cinoma, 





Smegaly ;; T Aoro- 
fatty liver. 
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obstructive jaundice, although a provisional diagnosis of 
painless obstructive jaundice from neoplastic obstruction 
of the common bile duct was made. The tests (Table I, 
(i)) revealed completely obstructive jaundice without any 
failure in liver function. At the operation the gall-bladder 
and common bile duct were not dilated and no obstruction 
was found. The surgeon returned a diagnosis of hepatitis. 
Examination of a piece of liver removed for biopsy revealed 
a picture consistent with obstructive jaundice. No bile 
drained from the tube in the gall-bladder and the patient’s 
condition failed to improve. The tests (Table I, (ii)) 
were done again; the results were similar and still 
indicated the same diagnosis. The surgeon was persuaded 
to reoperate with a diagnosis of obstruction in the common 
duct above the junction of the cystic duct. Great diffi- 
culties were encountered from adhesions and hemorrhage 
and the operation had to be abandoned. A third series of 
tests (Table I, (iii)) gave almost identical results to 
those of the preceding tests, and a third operation was 
undertaken. This time the surgeon removed some tissue 
from the region above the cystic duct and examination of 
this revealed a cancer of the bile duct. The repeated 
operations were performed because of the results of the 
tests, and in view of the good general condition of the 
patient in spite of persistent severe jaundice. Spon- 
taneous bruising and bruising from slight trauma received 
support from the low prothrombin time; but the adminis- 
tration of vitamin K raised the prothrombin time to 54% 
in twenty-four hours, and this rose to 100% in the course 
of a few days. This indicated good liver function and the 
administration of vitamin K improved the prognosis for 
operation. 

In Case II the results of the tests are typical of infec- 
tious hepatitis with a good prognosis, as judged from the 
rise in prothrombin level following vitamin K and the 
normal albumin-globulin ratio. 

In Case III the patient had increasing jaundice from 
acute hepatic necrosis as the result of the administration 
of “Atophan” for gout over several months. An interesting 
finding was the low level of prothrombin, which failed to 
be raised by an injection of vitamin KX; this indicated a 
severe failure of liver function. In the early stages the 
test for urobilinogen in the urine gave a negative result; 
later the test produced a very slight positive result. The 
hegative response with the other findings would indicate 
severe parenchymatous jaundice with intrahepatic biliary 
obstruction—a condition which can also arise in severe 
infectious hepatitis. 

Case IV iliustrates the response to the tests of a patient 
with cirrhosis of the liver. While there is usually some 
decrease in the total serum protein content, most attention 
should be paid to the absolute and relative rise in the 
globulin fraction—a fact revealed by a disturbance of the 
albumin-globulin ratio. This is also of value in assessing 
the prognosis. 

Case V was one of cirrhosis of the liver with primary 
carcinoma of the liver (hepatoma). Flocculation tests 
produced positive results, and the serum alkaline phos- 
phatase level was high, the albumin-globulin ratio was 
disturbed, and galactose tolerance was normal. 

In Case VI, which was one of primary cancer of the 
liver without preceding cirrhosis, the only positive finding 
was a high level of alkaline phosphatase in the serum. 

Case VII was one of gross enlargement of the liver due 
to secondary cancer. Liver function tests gave normal 
results, with the exception of a raised serum alkaline 
phosphatase level. 

In Case VIII the diagnosis was one of hepatomegaly and 
Possible fibro-fatty liver. Here the gross abnormality of 
the liver test results would indicate loss of function and 
would be against carcinoma, unless this occurred on top of 
a lesion causing failure in liver function, as in cirrhosis. 

In Case IX, one of cholecystitis and gall-stones, tests 
revealed some loss in liver function. Preliminary treat- 
ment with a diet rich in protein, carbohydrate and vita- 
Mins would be indicated before operation. 

Case X was one of chronic congestive cardiac failure 
with liver enlargement, in which the tests revealed a gross 





















loss of liver function. This suggests chronic hepatitis as 


well as a nutmeg liver. 


Comment. 


Exceptions and discrepancies are frequent, but these 
tend to be ruled out by the use of several of the tests. In 
mild hepatitis the results of the tests may be normal, 
and also negative results may be obtained in inactive 
cirrhosis of the liver. Long-standing obstructive jaundice 
will provide some evidence of liver damage. 


In most cases of jaundice the diagnosis can be made on 
the history and clinical findings; but the tests will reveal 
those patients who would benefit by a period of pre- 
operative treatment, and so considerably lessen the opera- 
tive risks. It is a fair statement to say that a case of 
jaundice rarely, if ever, represents an emergency, and there 
is time to investigate an equivocal case by means of some 
of the liver function tests which have been enumerated. 
The most frequent problem is the differential diagnosis in 
a case of jaundice in which, on clinical grounds, it is 
difficult to distinguish between hepatitis and obstructive 
jaundice. One must realize that there may be, and there 
often is, a stage in acute hepatitis with intense jaundice 
and an absence of bile in the stools for several days which 
renders the distinction from extrahepatic jaundice difficult. 
Here the tests can be of great help, for it is a surgical 
calamity to operate in severe acute hepatitis or yellow 
atrophy—the mortality rate may be 100%, and even in 
cirrhosis of the liver it may be as high as 30%. 

Early in acute hepatitis tests revealing poor liver 
function need not mean a bad prognosis, just as in acute 
nephritis. However, a plasma albumin level below two 
grammes per centum indicates that the liver has suffered 
irreparable damage. The prognosis of a patient with 
cirrhosis of the liver sems to be closely related to the level 
of plasma albumin. 

Failure of a low prothrombin level to rise after an 
injection of vitamin K is of bad prognosis. This finding 
is of importance from the standpoint of operation and the 
taking of a liver biopsy, for under these conditions a 
transfusion of blood must be given to control the tendency 
to hemorrhage. 

A repetition of the tests showing improvement will 
indicate that a satisfactory recovery is being made when 
the clinical signs of improvement are equivocal. 

Tests showing impairment of liver function in chole- 
cystitis, gall-stones and obstructive jaundice will reveal 
those patients who would benefit by a period of pre- 
operative treatment, and will often indicate what this 
treatment should include, thereby lessening the operative 
risks. 

Even if the tests do not help in the diagnosis, they will 
give the clinician a better insight into the pathological 
process involved—information which is obtainable in no 
other way and which will help him in the management 
of the condition. 


aitn 
<p 





SOCIAL WORK AND THE EX-SERVICEMAN: 
THE PSYCHIATRIC PROBLEM. 





By ALAN STOLLER, 
Specialist in Psychological Medicine, Repatriation 
Commission Headquarters, Melbourne. 





I am especially concerned with the psychiatric problem 
amongst ex-servicemen, and it is upon this aspect that I 
will concentrate. Since we now recognize more and more 
the interrelationship between psyche and soma, and since 
we are all well aware of the fact that illness has economic 
and social as well as medical aspects, then we must 
emphasize that the proper management of physical dis- 
abilities diminishes psychiatric morbidity, whilst the 
proper management of psychological disorders reduces 





1The third biennial Dorothy Poate Memorial Lecture delivered 
at the University of Sydney on June 24, 1948, at the invitation 
of the Board of Social Studies. 
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organic illness. We are coming to accept the need to do 
social work in many cases which were hitherto considered 
the unassailable province of the practitioner dealing with 
organic conditions, because of the hidden psychological 
factors involved. 

Psychiatry has in the past been handicapped by the 
insularity of mental hospitals and the resultant isolation 
of psychiatrists; by inadequate student and post-graduate 
teaching; by the public and the general medical attitude 
to mental disorders; and by the lack of knowledge as to 
the possibilities of mental hygiene. It has taken a short 
forty years and two wars to bring psychiatry to the point 
where scientific attitudes may be said to be producing 
results. There are many fields of study which are now 
being brought together and are providing orientations that 
are giving us insight into personality and behaviour 
problems. Biochemistry, bacteriology, pharmacology and 
heredity are all contributing their quota of valuable data, 
as are studies of related medical fields, such as allergy, 
endocrinology, neurology and the psychosomatic disorders; 
and, moreover, psychiatrists are gaining much from investi- 
gations of history, anthropology, criminology and sociology. 


Experience during the first World War brought home 
the fact that our previous orientation towards the organic 
aspect of disease had led us to treat the part as the whole, 
to explain the total reaction of the individual in terms 
of single organ dysfunctions. This extraordinary simpli- 
fication of the frequently observed, complex individual 
reaction led to the coining of the term “shell-shock”, and 
an attempted physical explanation of this mental reaction 
(with which more often than not were associated physical 
symptoms) was, by 1917, seen to be untenable, and treat- 
ment began to be instituted on psychological lines. The 
respectability of physical disorder, as contrasted with 
psychological dysfunction, was reflected in the frequent 
eceurrence of conversion hysterias (so-called functional 
blindness, deafness, mutism, paralysis, effort syndrome, 
and so on), many of which were undoubtedly iatrogenic 
in origin or, if not actually caused by, were at least fixed 
by, the organic orientation of the physician. Unfor- 
tunately, the gains in psychiatric knowledge (which would, 
incidentally, never have occurred without the great 
pioneering work of Freud on the concepts of the uncon- 
scious and psychic determinism) could not be consolidated 
owing to the shortage of psychiatrists and the lack of 
facilities for training psychiatric personnel. 


The second World War has provided us with a clearer 
eonception of the clinical syndromes occurring under con- 
ditions of war; with a better understanding of psycho- 
pathological mechanisms and of etiological factors; with 
a sounder realization of those trends in the personality 
which predispose the subject to breakdown; and with an 
increased knowledge of those factors which lead to satis- 
factory human interrelationships and group morale. Both 
in preselection of personnel and in the therapeutic manage- 
ment of the mentally ill soldier, the clinical psychologist 


played an important part, as did the psychiatric social 
worker in the field of mental hygiene and rehabilitation. 
The value of the psychiatric team™ of psychiatrist, clinical 
psychologist and psychiatric social worker came to be fully 


realized; this team, of course, had previously been 
functioning satisfactorily with children in child-guidance 
clinics, but was only rarely being applied to adults. It 
was the fact of a high incidence of psychiatric casualties 
in all armies early in the war which led to the institution 
of mental hygiene programmes, the results of which have 
been acclaimed by both Dr. Menninger™ and Dr. Rees,” 
directors of psychiatry for the United States and British 
armies respectively. The number of casualties in combat 
areas was found to be inversely proportional to the 
emotional and mental health of the group. Although pre- 
selection had removed certain individuals from combat 
zones, or had prevented their enlistment (such types as 
schizoids, rigid obsessive-compulsives, emotionally imma- 
ture dependent types, psychosomatic reaction types, psycho- 
paths and depressives), there still remained a group whose 
breakdown was not predicted. Whilst one must agree that 
in some of these cases it was impossible to predict break- 











down by our ordinary methods of examination, there were 
other subjects who should never have been enlisted; the 
entry of many of the latter was due to physicians who 
had little psychiatric orientation, or to inadequately and 
hurriedly trained psychological technicians. Because of 
this and because of the rapid expansion of the services 
during the Japanese crisis in the early part of 1942, many 
persons grossly predisposed to psychiatric breakdown were 
enlisted. They quickly developed psycho-pathological 
symptoms, and unfortunately generally developed a secon- 
dary elaboration of their state, because of conflicts which 
were engendered by their sense of failure and inadequacy; 
this process, incidentally, is commonly observed in all 
war psychiatry, and has left sequele which are even now 
frequently seen. As a result of poor selection, then, the 
country has had to accept the responsibility of treating and 
protecting a large number of individuals who would prob- 
ably have been chronic psychoneurotics anyway, and 
would have called on public support in one way or another. 
These chronic insufficients, asthenics, personality deviates, 
psychopaths et cetera are found in all our western civiliza- 
tions and constitute a problem group in the community— 
chronic hospital attenders and originators of problem 
families. In the Australian army, for some time after 
1939, there was no psychiatric service as such, and the 
psychology section did not begin to function adequately 
till relatively late in the war; because of lack of personnel 
it may be said that at no time were fully adequate 
psychiatric facilities being provided. 


Psychiatric casualties of war are due to the interaction 
of a particular individual personality with the military 
setting. The very nature of army life tends to destroy the 
sense of individuality and the independence of the service- 
man; this loss of independence leads to a regression to 
more immature attitudes which had existed at an earlier 
stage of the soldier’s life history. If the soldier comes to 
feel, at any stage, that the group has failed him in any 
way, either in reality, as from bad leadership or because 
of his own personal reaction to such events as the death 
of his mates, exposure or hardship, he then develops a 
feeling of helplessness, with which are associated anxiety 
and hostility. He becomes more introspective and his 
intense emotion may show itself in the form of tremor, 
tachycardia et cetera; he may, on the other hand, produce 
a compromise of his conflicts in the form of conversion 
symptoms or phobias; his hostility may turn inwards, 
especially if his super-ego is abnormally strong, with the 
development of a depressive state; or his reaction may be 
so severe that his personality may become disorganized, 
with the production of such symptoms as mutism and 
bizarre behaviour. In combat, casualties initially took the 
clinical form of exhaustion states in which the physical 
factor loomed large, and from which 80% or more of the 
subjects recovered with rest, food and attention to ordinary 
physical requirements; the other 20% or so continued with 
clinical conditions, such as anxiety states of all degrees 
of severity, conversion hysterias, depressive reactions, 
psychopathic and full-blown psychotic reactions and, 
finally, psychosomatic disorders; however, many of these 
disorders arose independently of an acute exhaustion state. 
In all these psychiatric states of war anxiety loomed large 
in the picture, and consequently there was an underlying 
state of tension which often tended to evoke explosive 
reactions in the face of external stimuli, even whilst the 
patient was asleep; also, autonomic overactivity was 
prominent, the mind tending to become fixed onto parts 
of this type of organ response, producing thereby the 
psychosomatic disorders; whilst prolongation of the psycho- 
pathological reaction tended eventually to give rise to 
debility and depression. Predisposed subjects produced 
psychotic pictures which were mostly of the paranoid or 
bizarre hebephrenic type and which tended to subside with 
removal from the combat area. Incidentally, as_ the 
casualty was moved further away from this area, so the 
anxiety tended to subside; it was noticed that prolonged 
and repeated subjection of these subjects to front-line 
stress tended to fix symptoms, whilst early removal and 
job placement in an area behind the combat zone resulted 
frequently in a satisfactory psychological adjustment. Once 
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a base area was reached the chances of subsequent front- 
line duty were practically nil. 

The clinical picture which is seen on return of the 
soldier to community life alters from that of the acute 
anxiety-ridden explosive type of disorder to a picture more 
in conformity with that ordinarily observed in civilian 
psychiatry. With the original precipitating procedure 
receding and with the prospect of future acute stress 
minimal, the clinical picture tends to settle down to a 
more equable tempo; but in many subjects there have 
been awakened personality trends of regressive type that 
have produced conflicts with which the subject cannot deal 
and which express themselves in abnormal behaviour. 
Some subjects persist with their overseas neurosis; in 
many it subsides, but some show a neurotic picture for 
the first time after their discharge, either owing to a 
failure to adjust themselves to the changed environment 
or because symptoms have been concealed in order to allow 
the subject to come home. The civilian environmental 
situation may result in stresses which ordinarily would 
have had no effect on the subject’s personality; but the 
over-protective attitude of the army, coupled with frustra- 
tion and feelings of helplessness, bring out immature 
passive-dependent trends, and these conflict with the adult 
environment of civilian life. The conflicts engendered 
thereby produce a psycho-pathological picture on the same 
psychodynamic basis as the combat reactions, though less 
severe in type; and so we get depression, hostility, paranoid 
trends, psychosomatic states and psychoses. We must note 
in addition that the mind, in this civilian environment, 
may perceive a secondary gain from mental disorder in 
the form of financial support, and this may proceed eventu- 
ally to fixity of symptoms; it is this which it is so 
important to avoid in our ex-servicemen—the ‘“compensa- 
tion neurosis’, which has its counterpart in civil life in 
association with all compensation legislation. 

In line with the psychodynamic reorientation of psychi- 
atry away from the preoccupation with psycho-pathological 
phenomena, one useful classification of the civilian 
reactions of ex-servicemen has been evolved on the basis 
of the chief psychodynamic trends of the ego.“ Cases 
have been split up into the following groups: the passive- 
dependent states, the psychosomatic states, the hostile- 
aggressive states, the depressive states, and the psychosis- 
like states. There is no satisfactory clear-cut classification, 
however, as elements of all may be present in the one case 
at any one time, and a different clinical picture may 
exist at different times. However, it is of some use to 
distinguish these dominant traits as a help in the manage- 
ment of the individual case. 

The passive-dependents are immature; they crave an 
infantile type of love and they resist any attempt to estab- 
lish independence of action; they unashamedly seek the 
protection and security of the family (or family substitute), 
a process which is often encouraged by an over-protective 
mother or wife. This dependency is one which needs to 
be overcome if the subject is to function as a useful unit 
again, and there is a considerable danger, if this condition 
is not recognized as such by a psychiatrically minded 
Physician, that a fixation on somatic complaints may 
provide the subject with an excuse for the perpetuation 
of his dependent state. There are many such residua in 
ex-servicemen of the first World War, and our efforts are 
being directed towards preventing this in the younger 
returnees of this: war. 

The psychosomatic states are mixed with anxiety and 
general neurotic traits and can usually be positively 
diagnosed. The neurotic process may be causative: for 
instance, the passive-dependent type of individual tends 
to develop gastro-intestinal disorders, whilst, where there 
is more underlying aggression, such conditions as hyper- 
tension, duodenal ulcer or headache may eventuate. The 
psychosomatic state, on the other hand, may be an 
hysterical residuum of a previous organic condition, and 
although the need for this hysterical sequela may long 
have passed, it has still been preserved as a habit reaction. 
Finally, a third group is observed, in which the psycho- 
pathological reaction may be secondary to, and associated 
with, an organic condition. 














Hostile-aggressive states are often bound up with psycho- 
pathy and are found to occur commonly in individuals 
whose early home situation has been particularly disrup- 
tive; there is often an associated mixture of paranoid and 
depressive traits. Because of this clinical picture, behaviour 
is often anti-social, and if they are not handled adequately 
these ex-servicemen may become confirmed criminals; some 
become vagrants in an effort to escape from the effects of 
their inner aggression. Because of their hostility and 
because of this tendency towards vagrancy, they are diffi- 
cult to manage. 

Depressive states in returnees are usually mixed syn- 
dromes, often again associated with hostility and 
aggression. Depression may occur sometimes in prolonged 
anxiety reactions with debility, and these states require 
different management from the former group. 


Any form of psychosis may oceur, but there is a tendency 
for paranoid reactions to be common in the frankly mental 
conditions. 

Patients during combat were managed mainly by seda- 
tion, hypnotic techniques, general attention to physical 
wants and simple supportive psychotherapy; sub-coma 
doses of insulin and electro-convulsive therapy were used 
in some cases. Away from the front line more emphasis 
was placed on psychotherapeutic techniques, and physical 
methods of therapy were employed as adjuncts. It was 
not until the soldier reached the base area that social 
work became operative in the form of alleviation of family 
stresses and attention to other personal matters. On the 
mainland base areas—more so in England and the United 
States of America than in Australia—social work also took 
on a diagnostic function and help was given in follow-up 
and supervision in the community; this was in addition 
to the already mentioned function of taking part in the 
psychiatric teams which were responsible for mental 
hygiene consultation services. It was often necessary, 
prior to discharge from the army, to send the soldier to a 
rehabilitation centre where mental and physical health 
were fostered by a planned daily régime, and where both 
individuality (through occupational therapy) and socializa- 
tion (through group activities) were encouraged. Because 
of the shortage of psychiatrists, group therapy was fostered 
and met with some measure of success, though many 
patients still had to have individual psychotherapy. 
Nothing like the civil resettlement units of Great Britain’s 
rehabilitation effort were established in Australia; these 
were centres which, originally intended to cater for ex- 
prisoners of war, were subsequently made available to all 
discharged personnel. The Australian Red Cross Society 
has been prominent in all social activities, but this matter 
is not one which should have been left to a a lay organiza- 
tion; it should, instead, have been an integral part of army 
organization. In Australia the number of psychiatric 
social workers was so few that their effect on the general 
problem of social work for those discharged from the 
services may rightly be described as infinitesimal. How- 
ever, there were medical social workers and social welfare 
workers who, within the limits of their experience, helped 
alleviate part of the psychiatric problem. But the main 
part was relatively untouched and the problem passed on 
to the civilian community with the discharge of the soldier. 


There were many who saw psychiatric disorders in 
servicemen as just an escape mechanism from the stresses 
of army life; even if this was the original stimulus to 
the development of psychopathology—and this is by no 
means a fact—one would still have to recognize that a 
psychodynamic process is set up which rapidly takes 
charge of the thinking and behaviour of the subject. It 
is salutary to study such a follow-up as that of Brill et 
alii,© in which, six months after the war was over, of 
6000 men discharged for psychoneurosis, 11-4% were 
improved, 63:9% were unimproved, and 24:7% were worse. 
Once again I would stress that overt psychoneurosis is 
not the only form in which psychological disorder expresses 
itself; this is pertinently brought out by Mittlen.an et 
alii, who, in a civilian study of patients in medical and 
surgical wards, found 20% of patients with a mild neurosis 
and 10% with a severe neurosis. . Amongst soldiers in 
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hospital these .figures were much higher, as was to be 
expected. At present, in one State in Australia, up to 
30% of all entitlements for treatment have been for mental 
disorders, and in at least one case in ten throughout 
the Commonwealth this has been the main pensionable 
disability. We note, almost three years after “V.J.” day, 
that there is still a high rate of incidence of neurosis, and 
a large proportion of the total new entitlements for treat- 
ment are for this disability. An adequate statistical survey 
is being instituted at present, and overall figures are being 
collected which should substantiate this estimation of the 
size of the psychiatric problem. I would mention also that 
a study of the files of cases from the first World War has 
shown how a neuropathic disorder, held in abeyance for a 
long period, has finally brought the ex-serviceman to the 
Repatriation Commission after a long period of chronic 
invalidism with psychosomatic disorders. 


It is wise at this stage to study the psychiatric problem 
amongst ex-servicemen in relation to that which exists 
in the community generally. We know that in all the 
countries of our western Givilization there is a high 
incidence of mental disorder; general practitioners empha- 
size the large number of patients who attend at their 
consulting rooms with at least some element of neurosis 
in the clinical picture. Many figures have brought out this 
point clearly—for instance, American figures” have shown 
that one in twenty of 15,000,000 inductees of a charac- 
teristic sample of the supposedly healthy male population 
aged between twenty and forty years was rejected at the 
preliminary examination because of neuropsychiatric dis- 
orders, and I presume there were also many with psycho- 
somatic conditions in addition—such as gastric ulceration, 
hypertension, some asthmatic conditions, neurodermatitis, 
allergic states, and so on—who were not included; yet, 
despite this large preliminary rejection of inductees, 37% 
of all discharges from the United States armed forces 
were still for neuropsychiatric conditions. We can thus 
see that, even if there had been no war, there still would 


have been a high incidence of psychiatric disorder in this 


particular male age group. We are aware, as Alvarez 
points out for the United States of America, that one 
child out of every twenty being born will at some time 
spend part of its life history in a mental hospital; Alvarez 
also estimates that one in thirteen of the population is 
either insane or in need of psychiatric help. There is 
considerable evidence to support the observation that the 
incidence of neurotic and psychosomatic disorders is 
increasing, and also, as I recently pointed out, that the 
character of our civilization is responsible for this 
increase. Halliday® has shown how the industrial revolu- 
tion has caused great shifts of population which have 
produced community disorganization, and it is this latter 
situation (a fact which is supported by ecological studies) 
that helps to provide an environmental milieu in which 
psychopathology flourishes. Unsettled and inconvenient 
conditions produce small families, and the child accordingly 
receives more personal attention by adults; this intensely 
personalized interrelationship often results in increased 
adult control of the developing child, with the production 
of smooth muscle tensions. Adults themselves, at the 
Same time, are being affected by a lack of satisfactions 
and aims, and the community disorganization shows itself 
in such indicators of nervous tension as the falling birth 
rate, increased consumption of tobacco, alcohol and patent 
medicines, a growing interest in books on pseudo-psychology 
and astrology, and an increase in delinquency and crime. 
The ultimate expression of this nervous restlessness is in 
the field of disturbed international relationships, the dire 
results of which we see only too readily. It is not sur- 
prising, then, to observe that civilian problems are the 
same as those which we have to face amongst ex-service- 
men. Besides the ordinary neurotic and psychotic patient 
we have to deal as well with mental defectives, psycho- 
paths, personality deviates, alcoholics, criminals and even 
subjects presenting geriatric problems; incidentally, in 
respect of the last-mentioned it will be necessary to cater 
for more and more old people as time goes on, and it has 
actually been estimated that the peak period for the thera- 
‘peutic requirements of the ex-servicemen of this war will 











be in 1975, when the largest proportion (those now in the 
twenty to thirty age group) will be aged between fifty 
and sixty years. Whilst we may suspect that many of ou 
entitled ex-servicemen would have broken down anyway, 
the responsibility for their treatment must be accepted 
because of the law of the Commonwealth—Section 47 of 
the Repatriation Act—which states that unless the Repat- 
riation Commission can discharge the onus of proof that 
a disability has not been connected with war service, then 
an entitlement for treatment and/or pension must he 
granted. Many disorders have undoubtedly been precipi. 
tated or accentuated by environmental factors; but when 
a similar condition has been provoked under war con- 
ditions it is impossible to say that this previous period of 
instability has not resulted in the activation of regressive 
phenomena which have taken part in the later breakdown. 
What this finally means is that a certain number of 
subjects who would have been calling on public support 
are now receiving it through the Repatriation Commission, 
This, morally, is a completely defensible state, since the 
preservation of stability in this type of person prevents a 
“snowballing” effect upon the children; also, if treatment, 
with or without a subsidy, keeps the subject a productive 
unit, the wealth of the country is increased by that much; 
it is a well-known fact that the greatest loss of time in 
industry is that which. results from neuropsychiatric dis- 
orders.°» I would again emphasize at this point that the 
purely pension-seeking subject is by no means so frequently 
encountered as people imagine. Our communities recognize 
that if they are to function at an optimum, this problem 
of psychiatric ill health has to be tackled. Not only is 
the medical profession actively beginning to express this 
need, but legislation in both England and the United States 
of America: has already been passed to encompass this 
object. We must acknowledge that alleviation of mental 
disorder in the entitled ex-serviceman is an accepted moral 
responsibility of the community, and that any environ: 
mental factors which come into the picture will need to 
be adjusted for the benefit of the patient and his family 
and ultimately for the benefit of the nation—the completest 
justification we can offer for the employment of social 
work. 

The Australian Red Cross Society carried on its work 
with the returnee through the social services departments 
it established in each State, though these functions are to 
be taken over by the Repatriation Department, at least 
for those persons entitled to treatment under the Repatria 
tion Act. Subjects whose disorders were not war-caused, 
but were likely to need fairly prolonged treatment, became 
the responsibility of the Social Services Department; but, 
as from the end of June, this privilege has been with- 
drawn and benefits will be as for ordinary civilians. 


The management of the “entitled ex-serviceman’’—of 
which type of person alone I am qualified to speak— 
embraces three levels of therapy. The first is on the 
community out-patient level; the second is on the general 
hospital level; and the third is on the mental hospital 
level. The basis of all therapy is to make available the 
facilities of the psychiatric team at all these levels, the 
team, as I have already stated, consisting of psychiatrist, 
clinical psychologist and psychiatric social worker; the 
last-mentioned assists the therapeutic and diagnostic 
efforts of the psychiatrist. The nature of the social work 
done is exactly the same as that in ordinary civilian work, 
except that, since the question of compensation enters 
into the picture, there may be some resistance to the 
idea of social work. My own experience is that this 
factor has been grossly exaggerated and, consciously at 
any rate, the subject usually has a desire to get well. 
There are odd patients, with the “traumatic neurosis” 
picture, who are resistant and troublesome and who 
naturally stand out prominently; but, unless these are seen 
against the total incidence of neurosis and psychosomatic 
disorders, an entireiy wrong perspective is likely to be 
obtained. The Repatriation Commission patient who 
refuses social work altogether is a rarity. In support of 
the foregoing statements I cannot do better than quote 
the experience of Hughes and McLaughlin,™ who, working 
in a Veterans’ Administration (United States of America) 
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out-patient department, unhesitatingly make the following 
statement: 
... the veteran is a very favorable patient for therapy 
and is actively desirous of being well and contributing 
to the community. 


Hughes and McLaughlin found it necessary to 


. refute the frequently expressed opinion that the 
pension problem and secondary gain accruing from 
illness would render the problem of therapy hopeless. 
In regard to pensions it is of interest to note that the 
patients reported in this paper, except those few with 
marked dependency reactions (less than 5%) or those 
with pathological antisocial reactions (less than 2%), 
readily accepted decreased pension allowances from the 
Veterans Administration Disability Review Board as 
their symptoms subsided or disappeared with therapy. 

The aim, so far as management at the community out- 
patient level is concerned, is to provide a social service 
for patients who are kept at work whilst receiving out- 
patient psychotherapy, or to help support and guide those 
who require readaptation to community life after a period 
in an institution. It is hoped that, as more psychiatric 
social workers become available, aid will be given to 
repatriation local medical officers. It is the function of the 
psychiatric social worker to interpret the patient to the 
family and the family to the patient, and to see that the 
latter utilizes fully the facilities available for personal, 
social and vocational rehabilitation. A large number of 
social and personal problems need to be dealt with, such 
as unemployment, finance, housing, illness in relatives and 
disturbed personal relationships—all this, of course, on 
the prescription of the psychiatrist. The psychiatric 
social worker, by virtue of her deeper knowledge of psycho- 
pathology, and of her understanding of the work of the 
related members of her team, will appreciate when to call 
upon them to best advantage. She also has an educative 
function, in interpreting to the public the nature of 
mental illness, so that unnecessary fears are allayed and 
community acceptance will result in earlier and more 
numerous attempts at resocialization of the mental 
patient—a factor which is of especial importance when 
the question of family care comes into the picture. For 
the latter it is necessary to find the patient a suitable 
home, interpret the patient and his needs to the foster 
family, see that proper standards of care are maintained 
and that the patient receives what aid he requires to deal 
with his reality problems and with his readaptation to 
his new environment. After-care of remitted psychotics is 
an important function of the psychiatric social worker, 
as continued supervision generally is needed to establish 
the patient in the community. The use of travelling teams 
is envisaged for country centres, and the psychiatric social 
worker will exercise a diagnostic and advisory service and 
may even provide a therapeutic service in cases in which 
intensive social work is not required. Finally, one must 
not forget the very important research function which is 
a constant requirement of any properly functioning psychi- 
atric service; adequate follow-up will help to evaluate the 
success of varying therapies, and will also help to provide 
a picture of the psychiatric state of the community at any 
given time. It is necessary to mention that the Repatria- 
tion Commission employs education and training officers 
who relieve the psychiatric social worker of the responsi- 
bility of dealing with the vocational and training aspects 
of social work. I should also like to draw attention here 
to the fact that the Veterans’ Administration (United 
States of America) considers that the team required to 
carry a case load of 50 out-patients at any one time consists 
of one psychiatrist, one clinical psychologist and two 
psychiatric social workers. I cannot leave the community 
aspect of social work without mentioning an interesting 
aspect of psychiatric social work activity which occurred 
in England during the war.°” In January, 1944, in order 
to cope with the problem of the after-care of the neurotic 
ex-serviceman, an experienced psychiatric social worker, 
who was called regional after-care officer, was established 
in certain areas and patients were obtained from service 
hospitals; she was soon overwhelmed with work, because 
other agencies sought her aid. It was the first time that 


| 





|} @ community group had had this general service, and she 


evidently dealt successfully with certain cases on her own 
accord—a necessity which was forced upon her by the 
shortage of psychiatrists. If the value of this type of 
activity was definitely proven, one might find a need 
for free-floating psychiatric social workers, in addition to 
those of the psychiatric team, who would exercise an 
advisory function to general practitioners, would do pre- 
liminary work on patients and families preparatory to 
subsequent psychiatric therapy, would look after “chronics” 
who were unsuitable for hospital or clinic therapy, and 
would, finally, do educational and research work in the 
community. The theory opens up interesting possibilities; 
but one would have to insist on the careful selection of 
this type of worker and on some measure of supervision. 


Social work in the general hospital is best coordinated 
with that which has been done on the community level. 
Since continuity of social work on a subject or family is 
essential, this is being encouraged in the Repatriation 
Commission’s psychiatric service. Rapport, once estab- 
lished, should as far as possible not be broken by a change 
of social workers. A hospital is a small closed community 
set up for the management of patients who are too ill to 
be treated at home; entrance to this community precipi- 
tates fears and anxieties as well as social and economic 
problems, both for the patient and for his relatives. 
Besides the long-term social therapy which may be 
required, it is necessary to alleviate these short-term 
tension-producing situations which militate against the 
health of the patient. Thus the patient may derive con- 
siderable benefit from an admission interview aimed at 
getting him to accept his stay in hospital and at relieving 
his fears by an explanation of hospital and medical pro- 
cedures; at the same time comfort is obtained by the 
knowledge that the psychiatric social worker may act as a 
link with the community and with his relatives. During 
the period in hospital she deals with the problems arising 
from the subject’s admission to hospital, alleviates the 
family anxieties over having a mentally ill relative, 
endeavours to deal with any attitude of rejection on their 
part, and finally prepares them for the sympathetic 
handling of the returning ex-serviceman. After his dis- 
charge from hospital the latter then receives the social 
work which has already been outlined in the description 
of the community level of activity, for now the patient has 
to be made to adjust himself to his reality needs. 


Intermediate between the general hospital and out- 
patient department is the rehabilitation centre, which fits 
into the general coordinated scheme of psychiatric service. 
At present provided through the Australian Red Cross 
Society in some States, these centres take patients direct 
from the community, convalescents from the general hos- 
pitals, and remitted psychotics from the mental hospitals, 
the last-mentioned using the centre as a half-way house 
back into the community. 

The mental hospital evokes traditional social attitudes 
of disapproval whose origins are rooted in history; 
patients are sent there for the protection of society rather 
than for the treatment of the ill, with the result that the 
mental hospital has tended to become a house of detention. 
The policy of the Repatriation Commission towards those 
of its patients who are committed to State care is to keep 
the standard of facilities as near as possible to that of 
the general hospital—the fact being taken into considera- 
tion, of course, that subjects with a more chronic type of 
illness will be found in the mental hospital. Both in the 
mental and in general hospitals “total-push” therapy is 
encouraged—a combination of individual and group 
therapy, of occupational and recreational therapy, and of 
physical training. As far as possible subjects are kept 
at the community or general hospital level and are sent 
to mental hospitals only in an acute phase or when all 
forms of treatment have failed or are useless. Since the 
mental hospitals are under State control, the Repatriation 
Commission’s social workers may act in a consultative 
capacity, but are not a regular part of the staff. Social 
work, as outlined for the general hospital, should be 
similarly applied to the inmate of the mental hospital. 





644 THE MEDICAL JOURNAL OF AUSTRALIA. 


May 14, 1949. 





It is important to see that no patient is discharged from 
hospital unless cleared by the Social Service Department, 
since subsequent adjustment may be jeopardized. It is 
of interest to note that the American Psychiatric Associa- 
tion lays down that at least one psychiatric social worker 
should be provided for each 100 admissions per annum to 
a mental hospital; but this is considered by many to be 
an extremely conservative standard.» 

The basis of psychiatric social work is the total adjust- 
ment of a person to the environment from which he 
emerges as an individual, and therefore the psychiatrist 
must seek the aid of the psychiatric social worker both 
in diagnosis and in treatment. Broadly stated, she needs 
to carry out the following tasks: (i) elucidate facts about 
the social situation—namely, obtain a social history and 
investigate the social setting of the patient; (ii) advise 
the psychiatrist of available social agencies and make prac- 
tical arrangements, such as admission to special homes 
or hospitals, manage work problems, and encourage group 
activities and social contacts; (iii) interpret the patient’s 
illness to the family and, in cooperation with the work of 
the psychiatrist, help the patient to attain that attitude 
of mind which is conducive to his satisfactory adjustment 
to the social milieu; (iv) interpret psychiatric problems 
to the community and carry out research into those social 
factors which affect general mental health. She must, 
therefore, have a full knowledge of statutory and legal 
requirements, must maintain a liaison with al! social 
agencies, and must be able to establish satisfactory personal 
relationships. In general the relationship of psychiatric 
social worker to patient is a much more intimate one than 
that existing between medical social worker and patient; 
the medical worker is, theoretically anyway, concerned 
with simple practical adjustments, whilst the psychiatric 
worker is concerned with the whole physical and mental 
adjustment of the patient. However, it has been my 
experience that, in practice, medical social workers are 
continually encountering psychiatric problems with which 
they are having to deal. I therefore consider that all 
social workers should have a larger part of their training 
devoted to psychiatric aspects of social work, and should 
know when to hand a patient over for the ministrations of 
the specialist. 

Those who wish to use psychiatric social work in 
Australia are much concerned over the shortage of per- 
sonnel which exists. It is gratifying to note that the 
University of Sydney intends shortly to initiate a course 
which will produce them. The Repatriation Commission 
has acknowledged the need for social work throughout all 
its medical services, and a scheme of training and staffing 
is progressing. I consider that the general situation with 
respect to social work on the psychiatric problem amongst 
ex-servicemen should be as follows. 

Medical social workers should be trained to recognize 
psychiatric problems in their cases and draw the attention 
of the physician to these. The latter would deal with 
the patient if he needed simple adjustment, or would 
pass him on to the psychiatric team if the condition was 
beyond his therapeutic powers. The psychiatric social 
worker would manage all cases through the medium of 
the psychiatric team, which would not only tackle severe 
mental disorders, but would provide a service for general 
hospitals, out-patient centres, detention centres, courts, 
industry, and even, we hope, eventually for repatriation 
local medical officers. There is a final possibility which 
has yet to be tested, that use might be made of free- 
floating psychiatric social workers in the community, with 
full regard to the potential dangers and the need for 
careful control. 


Reports of Cases. 


I shall now demonstrate a few representative cases in 
which social work has been of value in the general 
management of a case. 


Casp I.—W.F.C., aged forty-three years, presented an 
anxiety state which responded after adjustment of a family 
problem. He was admitted to Heidelberg Military Hospital 
with symptoms of anxiety, depression and general instability 
which followed. a head injury in 1944. It was not until the 





social worker discovered that his main concern was a 
behaviour problem in his daughter, aged ten years, which 
was adjusted, that he improved. A recent report indicates 
that his improvement in health has been maintained and 
that he has been able to resume his work as a carpenter. 


Casp II.—K.J.O., aged twenty-nine years, was suffering 
from Huntington’s chorea, and social work exercised a 
valuable diagnostic function. His original diagnosis was 
chronic alcoholism. Two years later he was readmitted to 
hospital with the diagnosis of hysteria. He was described 
as being of below average intelligence with slowness of 
movements and slurred speech, and he was said to have 
“a conscious desire to have a full pension”. The social 
investigation revealed a _ strong family history of 
Huntington’s chorea, and it then became obvious that he 
presented an atypical variety of that hereditary disorder. 


Case III.—L.G.B.W., aged forty-five years, was suffering 
from post-traumatic cerebral atrophy. In this case social 
assessment showed that a protected environment suitable 
to diminished capacity would produce adjustment. He was 
discharged from the army with a duodenal ulcer. Two years 
later he was admitted to hospital with a diagnosis of anxiety 
state, but this was amended, after investigation, to cerebral 
atrophy resulting from an old head injury. Social work 
showed that his personality had changed since the accident; 
he was moody, suspicious, introspective and violent at times. 
He also so repressed his daughter, aged twenty years, that 
she was developing mental symptoms. The social worker was 
able to adjust the family situation and get the ex-serviceman 
placed in a job more suited to his limited mental capacity. 
His general condition has greatly improved. 


CasE IV.—L.M., aged thirty-seven years, presented a case 
of alcoholism, in which adjustment of family attitude and 
change of environment produced temporary beneficial results. 
He was an intelligent and good worker in a bank. He had 
had periods of uncontrollable drinking for years, whenever 
faced with difficulties. It was estimated that his alcoholism 
was due to a reaction of resentment to his own earlier 
individual development, with an accentuation due to an 
over-interfering and over-protective family attitude. The 
latter was adjusted and he was placed in a rehabilitation 
centre for three months. The short-term response has been 
very good. 

CasE V.—L.S.B., aged thirty years, was suffering from an 
anxiety state, which responded to social work with the 
patient and his wife. The patient was discharged from the 
navy in 1944 with a full pension. He had coarse tremors and 
blackouts, and had been in trouble with the police for 
wearing a naval uniform illegally. He attended the out- 
patient department, but was not responding well, and at 
the same time he saw the psychiatric social worker, who 
was able to resolve his refusal to have further in-patient 
treatment. He had recently married, and owing to his 
behaviour the marriage was beginning to disintegrate. The 
wife’s attitude to the patient was adjusted by the social 
worker; a job in the country was found for both. In six 
months he has had only one blackout and he works very 
hard, assisting in milking a herd of 120 cows. 


Case VI.—T.C., aged thirty years, was a passive-dependent 
type of person, who was unable to settle down one year 
after his discharge till social and domestic factors were 
adjusted. He had anxiety symptoms with moodiness, 
irritability and suspiciousness. The social worker got him 
to accept a period in hospital, interpreted the patient’s case 
to his wife, on whom he was very dependent, and arranged 
treatment for a problem child. A training course was 
arranged for him, and as tension between husband and wife 
decreased so the behaviour of the problem child improved. 
He is still kept under observation and needs practical sup- 
port, though independence is being encouraged, and he is 
responding. His symptoms are less acute, and he is able 
to continue his training. 


CasE VII.—C.A., aged fifty-six years, presented an example 
of an anxiety state in a schizoid personality. His rehabilita- 
tion was due to therapeutic team-work with special emphasis 
on the adjustment of social factors. He was unmarried, and 
was a prisoner of war in Java from 1942 to 1945. He had 
suffered from malaria ten times, from pneumonia and from 
severe asthenia. He was admitted to hospital with severe 
anxiety symptoms, a gross stammer, and inability to mix 
with people. He was given subcoma treatment with insulin 
and then transferred to a rehabilitation unit. 

At first he was shy and unable to meet anybody without 
great distress, but he gradually adjusted himself to the 
male and female members of the staff, but could still not 
meet strangers. This was gradually broken down over six 
months, during which period he was encouraged in group 
activities; the psychiatric social worker also worked to bring 
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him into contact with reality matters, and together they 
arranged plans for his discharge. 

Prior to his enlistment he had worked in heavy rural 
activities, but it was obviously impossible for him to do this 
now. He had always lived a solitary life and had no friends 
or contacts, so that his liaison with other patients and with 
the staff was important in his rehabilitation. Employment 


‘plans were considered in joint conference with the medical 


officer, social worker, occupational therapy staff and employ- 
ment officials. He expressed a desire for a steady “9 to 5” 
job, and some element of family life. A temporary place- 
ment as houseman to an ex-service officer was effected for 
a trial period of three months; it was felt that this would 
give him the security of a home; meanwhile, the social 
worker kept in contact with the patient. This position did 
not give the ex-serviceman the degree of independence he 
desired, and feeling secure with the social worker’s support, 
he was able to reject this post. 

The rehabilitation staff had noted that he had a desire 
to do some simple mechanical work, and a post was found 
for him in reproducing photographic work. He was also 
found board in a small guest house, where he was treated as 
one of the family. However, he still needed much encourage- 
ment and support, and he maintained a close link with the 
social activities of the home; but he did gradually develop 
a sense of independence. 

He has now been discharged for eighteen months and his 
social adjustment and health have both remained satisfactory. 


It is to be noted that this patient needed a small con- 
trolled environment before he could have sufficient con- 
fidence to test himself in the larger and less friendly 
community. It is also to be noted how gradual a process 
the improvement may be and how necessary it is to exercise 
persistent patience over a relatively long period. 


I have given this last case more fully than the others 
in order to demonstrate the necessity for team work and 
persistence. A consistent follow-up, such as the one outlined 
above, has not been part and parcel of psychiatric work 
in Australia; yet one cannot help but see the necessity 
for personnel who will be able to effect such results in 
many of our chronic problems. What would have been 
the end result of this case without help I leave you to 


imagine. 

There are other types of cases which I have not illus- 
trated. There is the frequent acute anxiety state, due to 
some easily adjustable environmental factor, in which, if 
one fails to help the lame dog over the stile, a chronic state 
of tension results, with all its undesirable secondary 
sequele. The late stage is difficult to deal with by social 
work, the acute stage relatively easy. There is the schizo- 
phrenic in remission who has to be gradually raised, step 
by step, up the social ladder; we have many of these and 
the numbers are increasing, because of both our modern 
physical therapies and our concentration on extrainstitu- 
tional supportive measures. Organic defectives, as you 
have seen in the cerebral atrophy case mentioned, can be 
adjusted, for some time at least, to the reduced social 
capacity. Chronic submissive-dependents need to be bolstered 
up primarily, and then independence needs to be developed 
once a good rapport has been established, together with 
physical and psychological therapy. And so we could go 
on, if we had time. However, I want at this stage to add 
a necessary corrective. 

Social work is not by any means uniformly successful. 
The organic or mental change in the subject may be so 
severe that he is not amenable to any treatment, and 
admission to an institution will then be the only remedy. 
The over-protection of a submissive-dependent may be a 
psychological necessity for the person protecting him, such 
as mother or wife, in which case only preliminary psycho- 
therapy on the mother or mother-substitute prepares the 
ground for effective treatment of the patient. Again, the 
uncertifiable patient with chronic mental disorder (especi- 
ally the paranoid variety) presents an insuperable problem 
in the face of our present lunacy laws, because he will 
resist the idea that he needs treatment. Psychopathic 
personalities, with their inability to profit by experience, 
are constant problems, and although an occasionally sur- 
prising result is produced, on the whole they do not repay 
the time and effort spent on them. Chronic alcoholics, 
who constitute a severe problem, which is ever with us, 











have so far as a group not been successfully managed; 
there are plans for the latter under way, and I hope that 
in the not-too-distant future some encouraging figures may 
emerge, but I am by no means sanguine. 

I am now presenting two case histories illustrating 
unsuccessful social work, so far as the patients were 
concerned, which were not, however, entirely valueless 
from the point of view of family work. 


CasE VIII—A male patient, aged forty-two years, was 
a chronic depressive with alcoholism who responded poorly 
to treatment, but whose family constellation needed social 
therapy. He was an ex-prisoner of war from Java, and was 
in a Red Cross home for three months prior to his discharge 
from the army on account of his nervous condition. Some 
months after his discharge he was admitted to hospital with 
depression, sleeplessness, poor concentration and neurosis; 
he had been drinking heavily. At this time his wife was 
in hospital, and he demanded custody of his child (his wife 
was a widow with two other children prior to their marriage), 
and made accusations about his wife’s behaviour. Investiga- 
tion showed that these accusations were false and had a 
paranoid flavour, and with the psychiatric social worker’s 
support, hasty action was avoided. Six months later, the 
wife got in touch with the social worker over the patient’s 
abnormal behaviour. The psychiatrist was notified, and he 
arranged to have the ex-serviceman brought up for review. 

Casp IX.—This patient was a psychopath with poor prog- 
nosis; social work contact with the family was of value. 
This ex-serviceman had had only two years’ service and 
was discharged with an hysterical condition. He had been 
subjected to gross early environmental stress in his family, 
his father being an alcoholic. He had engaged in chronic 
truancy when younger. He showed much aggression and 
depression in his make-up. After a devious course, and 
residence in several institutions, he has finally left his wife 
and settled down with friends, and is under the care of the 
out-patient department. His behaviour towards his wife 
was always immature and aggressive. She needed much 
support from the psychiatric social worker in working 
through her relationships with her husband; she is much 
better adjusted and realizes that he will not improve. She 
has two children, and has, with the help of the psychiatric 
social worker, planned a life without her husband; she is less 
uncertain and apprehensive and is now taking responsibility 
for her own life. 


Conclusion. 

I cannot, in conclusion, leave this discussion of social 
work on the ex-serviceman without mentioning that there 
is an erroneous impression that social work must of 
necessity make people more dependent. This betrays an 
ignorance of the nature and function of social work, since 
one knows from experience that if it is done properly it 
encourages a dependent person to stand on his own feet. 
Critics again state that one should not bother to deal with 
individuals who are happy only with a pension and a 
regular bottle of medicine; anyone who has seen these 
“happy old chronics” attending the out-patient department, 
who has followed their life histories (as we are able to 
do for thirty years or more), and who has received social 
reports of the family, cannot but deplore such a negative 
attitude, which in the past has produced over the years a 
miserable inferior male .and a family of substandard 
citizens. Those of us who have the care of the entitled 
ex-serviceman are endeavouring to stop such developments 
in the present returnee; we have envisaged a scheme which 
allows for the very necessary integration of general medi- 
cine and psychiatry. It is hoped that in the future 
psychiatric problems wiil not hide behind a cloak of 
physical disorder for years, until eventually the patient 
has become completely fixed in all his attitudes and 
obsessionally reaches for the magic symbolism of the 
medicine bottle. It is my firm conviction that social work 
on such problems as tuberculosis, organic nervous disease, 
epilepsy and sense-organ defect, to name only a few, will 
reduce psychiatric morbidity, and once a_ psychiatric 
orientation is attained by the mass of the medical pro- 
fession (a process which is steadily occurring), and the 
value and nature of social work are realized, then we 
shall find it employed by all medical specialists, including 
even the die-hard surgeon, who will think in terms of a 
well-adjusted person rather than in terms of a well- 
adjusted abdomen. 
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TESTING FOR THE Ru FACTOR IN THE BLOOD OF 
EMERGENCY PATIENTS.* 


By Vera I. Kriecer, D.Sc., SARA WEIDEN, M.Sc., and 
IRENE O’LOUGHLIN, M.B., B.S., 
From the Pathology Department, The Women’s Hospital, 
Melbourne. 


As might have been expected, the end of the war has 
resulted in a marked decrease in the number of people who 
are willing to act as regular blood donors. At the same 
time blood transfusion has become one of the most 
important therapeutic procedures. The experience of the 
few years since the discovery of the Rh factor has shown 
that transfusion of a woman whose Rh status is not known 
with other than Rh-negative blood may lead to severe 
reactions or may cause hemolytic disease in subsequent 
pregnancies. Thus the use of Rh-negative blood, which 
comprises only a small proportion of the total amount 
collected, has grown disproportionately. Since the supply 
« Rh-negative blood is definitely limited, ways and means 
have to be found to restrict its use to those patients for 
whom it is really necessary. 

Only the introduction of a full twenty-four hour 
laboratory service would eliminate all waste of the Rh- 
negative blood. As a first step in this direction laboratory 
services are now provided in this hospital on Sunday and 
holiday mornings. However, there still remain a large 
number of patients who need massive transfusions and who 
are admitted at times when no laboratory services are 
available. The use of Rh-negative blood has been unavoid- 
able in transfusing these patients, although many of them 
are later proved to be Rh-positive. 





1This work was made possible by a grant from the National 
Health and Medical Research Council of Australia. 





An attempt was therefore made to devise a simple and, 
at the same time, reliable method, which could be used by 
the resident medical staff for emergency cases, so that 
a further saving of Rh-negative blood could be achieved. 
One of the problems that had to receive special attention 
was the difficulty in reading agglutination in the Rh tests 
in artificial light. 


It soon became clear that methods which were Ssatis- 
factory in the hands of experienced workers with the 
proper facilities in the laboratory were not suitable for 
this purpose. This was the case with Wiener’s method,” 
in which the cell pattern in tube tests is used to determine 
whether the patient’s red blood cells have been agglutinated 
by the anti-Rh testing serum, with microscopic examination 
of the sediment in cases in which agglutination cannot 
be clearly seen by reading the sediment pattern. The 
reading of the sediment pattern in a room lit by ordinary 
electric light is very difficult. 


Diamond and Abelson’s™ method was also unsatisfactory 
for such work, because drying at the edges of their highly 
concentrated cell-serum mixture and the tendency for 
rouleaux formation made the reading of the result difficult 
even in experienced hands. Chown’s capillary method® 
was found to be unreliable even in the hands of experienced 
workers. 

In a previous publication® we concluded that the 
Simmons slide method™ was the simplest and most reliable 
method for testing for the Rh factor by relatively 
inexperienced persons, provided a reasonably potent anti- 
Rh testing serum was available. 


This method is adaptable for use in artificial light, as 
follows: Glass slides four inches by three inches, divided 
into twelve rectangles by thick painted lines, are used in 
the tests. One drop of 5% suspension of red blood cells in 
Rous-Turner mixture, from each specimen to be tested, 
is placed in a rectangle together with one drop of potent 
anti-Rh, serum of the appropriate blood group or adsorbed 
to remove anti-A and anti-B factors. Suspensions of known 
Rh-positive and Rh-negative cells should be included in the 
series. After mixing, the slide is placed in a moisture 
chamber and incubated at 37°C for thirty minutes. The 
slide should not be disturbed until the reading is to be 
made. If it is then gently rocked, so as to rotate the 
mixture in a clockwise direction, the smooth cell-serum 
areas break up into large aggregates when the Rh factor 
is present in the cells. In its absence the area remains 
smooth and no agglutination can be detected. If the slide 
is roughly shaken, the agglutination tends to break up: 
into small aggregates sometimes difficult to detect,. 
especially in artificial light. 


We found that when a daylight globe was used as @ 
general source of illumination and the slide was read over 
a white background the results were identical with those 
obtained in ordinary daylight. If the slides were inspected 
Girectly over the source of illumination fine granulations 
could be seen; this method of reading the test led to 
“false positive” results. 


The use of a watchmaker’s lens is usually all that is 
necessary to verify the presence of agglutination, but if 
the observer is in doubt as to whether fine granulation is. 
slight agglutination or rouleaux formation, the mixture 
should be examined microscopically. 


In an experimental series we were able to recognize 
agglutination in all of the 99 Rh-positive blood specimens 
in a series of 150 tested by this technique. Only two errors 
occurred in the 51 Rh-negative specimens. In both these 
instances an exceedingly fine agglutination seemed to be 
present, but it occurred only when one batch of fifteen 
tests was read directly over an electric bulb. 


This technique has also been tested in practice by 
being used for the determination of the Rh factor in the 
blood of 43 emergency patients at night. These results. 
were checked by repetition of the tests with different 
anti-Rh testing serum and the reading of the result in 
daylight. It was found that all of the results read as 
positive were correct, whilst the results of three of the 
16 tests read as Rh-negative were later shown to be Rh- 
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positive. In two of these the agglutination was very weak 
and difficult to read even in daylight. In the third instance 
the reaction was missed because the anti-Rh testing serum 
had lost much of its agglutinating power. 

Observations during this second series of tests suggest 
that it is advisable to set up duplicate slides in those 
cases in which it is imperative to obtain a result in the 
shortest possible time. One slide can be inspected after 
ten to fifteen minutes’ incubation and, if agglutination 
is evident, the result can be reported. If the reading is 
not conclusive the duplicate slide should be left undisturbed 
for at least twenty minutes but preferably for thirty 
minutes before the result is read. Once the slide is 
disturbed the agglutination is very difficult to see in cases 
in which the red blood cells react only weakly with the 
anti-Rh serum. Continuing the incubation after the cell- 
serum mass has once been broken up does not help in 
the final reading of the test, particularly in artificial 
light. 

As a result of these investigations a method has been 
worked out for the rapid testing of emergency patients. 
This method, which can be used in artificial light, reveals 
the blood group, the presence or absence of the Rh factor 
and compatibility or incompatibility of the patient’s blood 
with that of the prospective donor. It has already been 
referred to in another paper® and for practical purposes 
the salient features may be summarized as follows. 

Duplicate tests are set up on Simmons’s slides as 
follows. The blood group is determined by mixing the 
patient’s red blood cell suspension with group A, group B 
and group O typing sera respectively in the three rectangles 
across the narrow side of the two slides. The blood 
grouping is checked by mixing the patient’s serum with 
group A and group B cells in the second row of rectangles. 
Rh typing of the patient’s cells against two adsorbed, potent 
anti-Rh sera is done in the third row of rectangles, 
whilst the patient’s serum is cross typed with two sets 
of group O Rh-positive and one set of group O Rh-negative 
cells in the bottom row of each slide. 

A second pair of slides is used for the controls, which 
include a known Rh-positive and a known Rh-negative cell 
suspension, each tested against the two potent adsorbed 
anti-Rh testing sera, 

The slides are placed in a moisture chamber, and after 
incubation for fifteen minutes one set is inspected. With 
some specimens blood grouping, Rh typing and cross 
matching can be decided in this short space of time. 
Inspection of the duplicate set after incubation for a 
further period of fifteen minutes gives a final decision 
regarding the patient’s blood type and suitability of the 
donor. 


Conclusions. 


The agglutination of Rh-positive cells can be detected by 
Simmons’s slide method in nearly all blood specimens 
even in artificial light and by relatively inexperienced 
workers provided a potent anti-Rh, testing serum is used. 


This test is best done in duplicate, one set of slides 
being inspected after fifteen minutes’ and the other after 
thirty minutes’ incubation at 37° C. in a moisture chamber. 
Agglutination is most readily detected by rocking the slides 
so that the cell-serum mass is rotated in a clockwise 
direction. Under these conditions no “false positive” 
results are likely to occur and “false negative” results will 
be obtained in only a few cases in which the cells react 
very weakly with the anti-Rh testing serum. The failure 
to detect these weak positive reactions does not lead to 
the use of a significant amount of Rh-negative blood for 
Rh-positive patients and does not harm these patients. 


The aim to conserve the limited supply of Rh-negative 
blood for the patients for whom it is really necessary can 
be achieved to a very high degree by the application of this 
method. 
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PHYSICAL CHEMISTRY.. 





W. MANSFIELD CLARK wrote “Topics in Physical Chemistry” 
not to be a text-book for a formal course but “to be drawn 
upon by the student of biochemistry and the maturing 
student of medicine”. The 738 pages comprehend physical 
chemistry from first principles—there is a chapter on the 
use of the balance—to the 1948 research situation, the text 
being supplied with about 1000 references to original papers 
on both old and new topics in physical chemistry. There are 
included discussions on the nature and use of radioactive 
isotopes, on photomultiplier tubes and their application, on 
analysis by fiuorescence and chromatography as well as 
the more familiar osmosis and diffusion, colloids and sedi- 
mentation, pH and oxidation-reduction, polarography and 
spectrometry. No relevant topic is omitted. 

The short summaries of historical development are good. 
The abundant use of example is designed to quicken the 
interest of the medically minded—the chapter on chemical 
equilibrium deals largely with the oxyhemoglobin and 
carbon monoxide-hemoglobin systems—and it is. pleasing to 
note how the author has tacitly declined to sacrifice physical 
principle on the altar of popular presentation. The science 
is sound. 

There are some minor faults. The definition of “chelate” 
ring on page 538 gives no idea of a molecule attached like 
a claw and occurs in the weakest chapter of the book, on 
atomic structure. Here there are many quotations from 
Pauling’s “Nature of the Chemical Bond’, but the attempt 
to present quantum mechanical notions in a short space 
is unsuccessful. 

The repeated phrase “a bit” is a little too informal, but 
the style is easy and conversational. In all, this is not a 
book for the junior student, but should provide good answers 
to the questions in physical chemistry asked by the research 
worker in biochemistry and could be read by any graduate 
who wishes to keep up to date on the subject. 





A SURGICAL TEXT-BOOK FOR NURSES. 





“MODERN SURGERY FOR Nurses” is a new-comer to a very 
crowded field, and one moreover where much uncertainty 
exists as to its optimum area.” 

Though it is manifestly desirable that the professional 
education of a trained nurse should include familiarity with 
some details of the surgical diseases which bring patients 
under her care, and that books containing such information 
should be available to her, it is much more important that 
she should understand the scientific background of those 
limited aspects of surgical nursing in which she must 
accept some responsibility. It is questionable whether the 
present volume meets these requirements adequately. 

In its 766 pages it covers general surgery, the surgical 
specialties and anesthesia in sufficient detail to make it 





1“Topics in Physical Chemistry: A Supplementary Text for 
Students of Medicine’, by W. Mansfield Clark, Ph.D., Sc.D.; 
1948. Baltimore: The Williams and Wilkins Company. Sydney: 
Angus and Robertson, Limited. 9” x 5”, pp. 756, with illustra- 
tions. Price: 75s. 

2“Modern Surgery for Pst edited by F. Wilson Harlow, 
M.B., B.S. (Durham), F.R.C.S. ‘eer with a foreword by 
Sir Lancelot E. Barrington-Ward, K.C.V. .B., Ch.M. (Edin- 
burgh), F.R.C.S. (England and Edinburgh) ; 1948. London: 
William Heinemann (Medical Books), Limited. 834” x 53”, pp 
820, with many illustrations. Price: 26s. 
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at least possible that a medical student, reading no other 
text-book, might scrape a pass in his finals. Its information, 
however, is quite general, with no special emphasis on what 
is of special value to the nurse. The breadth of detail 
must also be regarded as much greater than any nurse 
should be expected to master. 

Though the sister who knows this book may be able to 
argue with the house-surgeon about diagnosis, she will 
obtain little help about nursing. If the book helps her to 
to recognize the existence of intestinal obstruction, it gives 
no indications of the fluid requirements of such a patient, 
nor how to keep a fluid-balance chart. 

Though thrombophlebitis is described sketchily, the nurse 
is not told how she can help to prevent it in her patients. 
Nor is her part in the prevention of post-operative 
pulmonary complications sufficiently stressed. 

This book is very attractively produced, in large print 
on glossy paper, and the numerous illustrations are well 
chosen. Much of the detail is accurate, though many 
statements made are not correct, in that they represent a 
retention of former belifs—regarded as authoritative in their 
day—rather than a realization of present truth. 

Providing it is recognized as a treatise on surgery rather 
than on surgical nursing, this book can be recommended to 
the tutor sister rather than to the trainee, as a good and 
complete presentation of the subject. 





BONE MARROW PATHOLOGY. 


“AN ATLAS OF BONE-MarRROW PATHOLOGY” by M. C. G. Israéls 
sets out “to provide an authoritative, accurately illustrated 
account of the bone-marrow in health and disease for the 
guidance of physicians and pathologists”. The book is 
divided into two sections. The first deals with technique and 
the identification of cells; the second deals with the marrow 
picture in different diseases and the interpretation of 
abnormal marrow patterns. 

In general this atlas has a most attractive lay-out, is 
concise and well illustrated. There are twelve coloured 
plates illustrating the variations in cell morphology and 
the various pictures of marrow smears obtained by sternal 
puncture. The illustrations by Miss D. Davidson, medical 
artist to the University of Manchester, are excellent repro- 
ductions of what one usually sees in marrow films stained 
by the Jenner-Giemsa technique. There are none of the 
idealized illustrations so common in such atlases, and 
therein is the chief value to the clinical pathologist 
endeavouring to identify the various cell types. However, 
some of the modern colour photographic processes can, 
with care, reproduce true colour tones which would probably 
show clearer detail of nuclear patterns than the brush of 
the artist. Dr. Israéls has succeeded in supplying an 
authoritative and accurately illustrated account of bone- 
marrow cells and patterns, This book will have a useful 
place in every hematology laboratory. 





ANATOMY. 


Tus increasing popularity of Grant’s book on anatomy is 
reflected by the appearance of a fourth edition, representing 
the thirteenth printing, in eleven years.?, The main changes 
are the inclusion of sixty-eight new illustrations, bringing 
the total to eight hundred, while other figures have been 
improved in various ways. As always, they retain their 
diagrammatic simplicity for the most part. The text has 
been wholly revised and in part rewritten, but shows no 
material alteration. We have watched this book grow from 
the first edition and we feel that in his ambition to cover 
every possible aspect of human anatomy the author has 
lost what seemed to us the chief attraction of his original 
inspiration, that is a simple, succinct and lucid concentration 
upon the most important regions of the body within a 
comparatively small volume. 





1“An Atlas of Bone-Marrow Pathology’, by M. C. G. Israéls, 

M.D., M.R.C.P., with illustrations by D. Davidson; 1948. 

London : ‘William Heinemann (Medical Books), Limited. Pp. 92, 
with many illustrations, some coloured. Price: 30s. 


3“A Mathod of Anatomy : Descriptive and eee’ by J. C. 
Boileau Grant, M.B., Ch.B., F.R.C din.) ; Fourth 
Edition; 1948. Baltimore : The Williams ana Wilkins Company. 
Sydney: Angus and Robertson, Limited. 10” x 8”, pp. 884, with 
many illustrations. Price: 56s. 





Wooks Received, 


[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.] 


“Handbook of Surgery’, by Eric C. Mekie, M.B., ChB, 
F.R.C.S. (Edinburgh), F.1.C.S., and Ian Mackenzie, MBE, 
ALS. Cn.B., F.B.C.8. (Edinburgh), with a foreword by the 
late Sir John Fraser, Bart., M.C.. M.D., Ch.M., F.R.CS, 
(Edinburgh) ; Second Edition ; 1949. Edinburgh: E. and § 
eens + ope Limited. aa °K 43”, pp. 784, with 29 illustrations, 
rice s. 


Based on lectures to students preparing for a final examina- 
tion in surgery. 


“The Structure of Medicine and its Place Among the 
Sciences’, by F. M. R. Walshe, M.D., D.Sc., F.R.C.P., F. 
1948. EB. and S. Livingstone, Limited. 714” x 49”, pp. "28. 
Price: 1s. 6d. 

The Harveian Oration delivered before the Royal College 
of Physicians of London on October 18, 1948. 


“The Scotsman’s Food: An Historical Introduction to Modern 
Food Administration”, by A. H. Kitchin, M.B., and R. Passmore 
M.A., D.M., F.R.S.E., with a foreword by Professor F. A. 
Crew, F.B.S.; 1949. Edinburgh : E. and S. Livingstone, Limited, 
qs” x. 48", pp. 96, with 7 illustrations. Price: 3s. 

An attempt to give an historical account of the principles 
of food production and distribution. 


“A Textbook of Pathology, General and Special, for the Use 
of Students and Practitioners’, by J. Martin Beattie, M.A. 
(New Zealand), M.D. (Edinburgh), DB... Gon. Caus4), 
National University of Ireland, M.R.C. C.P. (London), 
and W. E. Carnegie Dickson, M.D., B.Sc., WRC. Swe tty 
with the collaboration of A. Murray Drennan, M.D., R.C. 
(Edinburgh), F.R.S.E., edited by W. E. Carnegie damaen: 
Fifth Edition; in two volumes; 1948. London: William 
Heinemann (Medical Books), Limited. 93” x 64”, BP, 21613, with 


801 illustrations and 21 coloured plates. Price 


A new edition published for the first time in te ‘volumes 
“Muscles, Testing and Function’, by Henry O. Kendall and 
Florence P. Kendall; 1949. Baltimore: The Williams and 
Wilkins Company. Sydney: Angus and Robertson, Limited. 
11” x 88”, pp. 296, with 162 illustrations. Price: 56s. 3d. 


Intended for physicians, surgeons, physical therapists, 
occupational therapists and physical educators. 


“The Invert and His Social Adjustment”, by Anomaly, to 
which is added a Sequel by the same author, with an Introduction 
by R. H. Thouless, M.A., Ph.D. ; 1948. London: Baillisre, Tindall 


and Cox. 64” x 4”, pp. 325. Price: 8s. 6d. 
A plea for the understanding of homosexuality. 


“Rational Medicine’, by John W. uodd, M.D. (London), 
M.R.C.P. (London) ; 194 9. Bristol: John wrig ht and Sons, 
Limited. London; Simpkin Marshall (1941), Limited. 83” x 52”, 
pp. 392. Price: 25s. 

Deals with diagnosis, symptoms, physical signs and treat- 
ment. 

“Studies in Air Hygiene; Privy Council, Medical Research 
Council Special Report Series, Number 262’, by R. B. Bourdillon, 
O. M. Lidwell and J. E. Lovelock, with W. C. Cawston, L 
Colebrook, F. P. Ellis, M. Van Den Ende, R. E. Glover, A. M. 
Macfarlan, A. A. Niles, W. F. Raymond, E. Schuster and J. C. 
Thomas; 1948. London: His Majesty’s Stationery Office, 
94” x 6”, pp. 360, with 104 illustrations. Price: 6d. 

Deals with the sampling and disinfection - aii and also 
with the measurement of levels of bacterial contamination 
of air. 


“Ways to Better Hearing: A Practical Guide for oom 
with Defective Ears’, by Lowell Brentano, 7 an Introduction 
by Arthur G. Wells, a. BA. PR 1948. ndon: 
George Allen and Unwin, Limited. 83” x a pp. 214, with few 
illustrations. Price: 10s. 6d. 

Information and advice for the hard of hearing that they 


may help themselves. 


“The 1948 Year Book of Orthopedics and Traumatic Surgery”, 
edited by Edward L. Compere, M.D., F.A.C.S.; 1948. Chicago: 
The Year Book Publishers Incorporated. TW” x 44”, pp. 478, 
with 261 illustrations. Price: 


One of the “Practical dice ‘Berles” of year books. 


Enlarged 
and Illustrated by Keith sony Bowden, M.S.; Fifth Baition; 
1949. Melbourne: W. Ram (Surgical) Proprietary, 1 Limit 
83” x 53”, DP. 296, with 65 st ustrations. Price: 37s. 

A revision of lectures originally published by Pa late 
Cc. H. Mollison for the guidance of students. 


“Mollison’s Forensic Medicine Lectures’ ‘MS. Pitt 
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be typed with double or treble spacing. Carbon copies should 
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THE PHARMACEUTICAL BENEFITS ACT, 1949: 
THE DEBATE IN PARLIAMENT. 





In our recent account of the last meeting of the Federal 
Council of the British Medical Association, published in 
the issue of April 16, 1949, lengthy reference was made to 
The Pharmaceutical Benefits Act, 1949, and to the Govern- 
ment’s proposals for a national health service, two matters 
which are closely interwoven. In the leading article 
published in the same issue we stated that both measures 
struck a blow at the freedom of the individual, whether he 
was doctor or patient, and that neither was likely to 
fulfil its object. At that time The National Health Service 
Act had been debated in and passed by both Houses and a 
précis of the debate had been published in the issue of 
February 5, 1949. When the Federal Council met in 
March, The Pharmaceutical Benefits Act, 1949, had not been 
introduced into Parliament, but when we reported the 
meeting this had happened and the relevant copy of 
Hansard had arrived after the journal was going to press. 
In the present issue a précis of the discussion is pre- 
sented to readers—there are several reasons why members 
of the Association who do not have access to Hansard 
should study this précis. It is true that some of the 
proceedings of Parliament are broadcast, but very few 
medical men and women have time to sit and wait for 
the periodical offerings. The record in Hansard is much 
more worth while, but again Hansard is not widely 
circulated. In our précis an attempt has been made to set 
out the main points made by each speaker. Some of the 
later speakers merely repeated what others had said earlier 
and for reasons of space the repetition has been avoided. 
Some of the entirely irrelevant remarks have been included 
and also some of those that were obviously incorrect—it 
is only fair that readers should be able to get some idea 
of the mental processes of those chosen people who 
represent them at the seat of government. Mr. W. G. 
Turnbull, it will be noted, said that there had been a 
great deal of confusion on the part of Government speakers. 
As a matter of fact, red herrings were by no means absent 
and the chief points at issue were so often avoided that 
it is impossible to come to any conclusion other than that 
this was done deliberately. To talk with tongue in cheek 





and be convincing is an accomplishment rarely acquired, 
but it would appear that quite a number of members of 
the Federal Parliament think that they have achieved this 
distinction. 

The first thing that will strike anyone who reads the 
debate is that the whole of the attack on the medical 
profession for its refusal to submit itself to the Govern- 
ment’s will and pleasure is directed against the “Federal 
Council of the British Medical Association”. One after 
another the adherents of the Government named the 
Federal Council as the villain of the piece. The Prime 
Minister in a burst of candour said that the officers who 
controlled the Federal Council had museum minds that 
refused to move with the times, and he added that if their 
attitude continued to be as it was, they would be replaced 
by people who were prepared to give a proper service to 
the community. This is a gratuitous statement which by 
many people would be interpreted as a threat. But Mr. 
Chifley has not yet, and is never likely to have, the power 
to select members of the Federal Council of the British 
Medical Association in this country. The truth of the 
matter is that the Government has chosen to attack the 
organization in which the medical profession of Australia, 
to the despair of the Government, puts its trust, rather 
than to vent its anger on individual doctors. It is always 
easier to attack an organization than it is to attack 
individual members of that organization who are known 
and respected because of their characters and qualities. 
Even the most irate members of the Government who 
spoke in the House had good words for their own doctors. 
Of course, in this workaday world much the same kind 
of thing might be said about politicians in a group or as 
individuals. What the Prime Minister and other members 
of the Government do not know is that since the last 
meeting of the Federal Council members of the Branches 
have held meetings, often in small groups and in local 
associations, and that in every instance the whole-hearted 
confidence of the members in the Federal Council has been 


shown. 
The execration of the Federal Council by the Government 


is the more interesting and must be looked on as a studied 
pose and part of political tactics because of words used by 
Seriator McKenna at a conference with the Federal Council 
in April, 1948. He said: 


The last matter concerns the power of your Federal 
Council. My attention was directed to an article by Dr. 
Lee, I think, of your Council in the Medical Journal last 
year some time, in which he raised the point that your 
Council had no power to bind the Branches generally. On 
what you have put before me I concede to you instantly 
that your body should be the body to present the views of 
the medical profession in Australia, and I meet you very 
readily on that basis. So far as the implementing of any 
agreement that we make or any undertakings with your 
Council are concerned, the position I found some time ago 
was that you had no power to bind the Branches in the 
various States unless they had conferred specific authority 
on you to do so. That left me with some doubt and 
hesitation. From a Government viewpoint it is highly 
desirable when a body representing a profession and the 
Government come together that the profession and the 
Government should be bound. ... I am just putting this 
proposition to you. The Government and your Council will, 
I hope, be having quite a number of conferences in the 
reasonably near future. If your Council were to get itself 
to a position where, having spoken and having dealt with 
the Government, a matter was resolved, you can realize 
what a vast convenience that is going to be. 


Since the attitude of the Federal Council is in fact the 
attitude of the members of the six Branches of the 
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British Medical Association—in other words, since its 
decisions are the decisions of Branch members and its 
voice is the voice of members—it is fitting that reference 
should be made to what may be called the stiffening 
resistance during recent months to one Government pro- 
posal after another. Here it is not possible to consider 
the pharmaceutical benefits scheme apart from the pro- 
posals for a national health service. It is true that the 
attitude of the profession to governmental proposals has 
become harder, but it must also be emphasized that there 
has been no departure from the desiderata that are set 
out in the Federal Council’s policy for the provision of a 
national health service. One reason alone need be men- 
tioned to account for the present uncompromising stand 
made by the medical profession, and that is the recent 
and equally uncompromising statement of the Minister 
that the ultimate objective of the Government was the 
abolition of private medical practice. Sir Henry Newland 
put it very well to the Minister when he said that it 
appeared that the medical profession was being invited to 
indulge in professional euthanasia. The idea that the 
medical profession should willingly become a party to the 
destruction of its own freedom is fantastic. And the 
intention of the Government is that this freedom shall be 
destroyed, in spite of anything that the Honourable J. J. 
Dedman may say to the contrary. The medical profession, 
or we can say the Federal Council if that suits the 
ministerial entourage better, is willing to create a satis- 
factory health service, it is willing to cooperate to give 
the people what is called “free medicine”, if the Govern- 
ment wants this to be done; but it will do these things 
only in a way that will not lead to the undoing of the 
medical profession. But the Government does not want 
this. To the Government cooperation means submission— 
submission without a thought of what will follow sooner 
or later. No sensible person who has studied the matter 
can believe that the recent referendum gave the Govern- 
ment a mandate to conjure up the kind of lethal legislation 
which has been produced. No sensible person, therefore, 
will blame the members of the medical profession if, 
before they obey laws which are to them repulsive and 
iconoclastic, they take steps to determine whether they are 
or are not good laws. The legal advisers of the Federal 
Council have expressed the opinion that The Pharma- 
ceutical Benefits Act is invalid. And we may be quite 
certain that the Federal Council will take steps to test 
the validity of the Act at the right time, if and when 
that time comes. 


Current Comment, 


PRENATAL MORTALITY IN MAMMALS. 


THE results of a laborious research by F. W. Rogers 
Brambell, of the University College of North Wales, 
Bognor, on prenatal mortality in the wild rabbit extending 
ever six years have been published.1 Rabbits were chosen 
for several reasons, one being that they live in natural 
conditions and in such available quantities that statis- 
tical requirements can be fulfilled and random samples 
can be taken as typical. Further, the collection of ovarian 
and uterine data does not need the use of the microscope; 





1 Biological Reviews of the Cambridge 1 mead Society, 
Volume XXIII, October, 1948, pages 370 to 4 





the breeding season is relatively long, in England from 
February to June inclusive; the fertility is ‘high and the 
gestation period is short, about 28 to 30 days. 

The methods employed in the research are described in 
full detail and are briefly these—comparison of the 
number of corpora lutea with the number of implantation 
sites in the uterus gives the loss before implantation; 
comparison of the number of implantation sites with the 
number of surviving embryos gives the loss after 
implantation. There is one big difference between the 
rabbit which is polytocous, that is, having large litters, 
and those higher mammalia which are monotocous, 
namely, that dead embryos as a rule undergo aseptic 
autolysis and are absorbed in the polytocous, whereas with 
the monotocous dead embryos are generally aborted. The 
process of absorption is a gradual one and its duration 
and result depend on the stage of embryonic development 
attained. Early embryos are rapidly and completely 
disintegrated whilst late embryos may persist in a 
shrivelled form until full term. The main conclusions of 
this extended investigation may be put in the following 
very condensed summary. The total prenatal mortality 
is much greater than had been surmised, approximately 
43% of ova ovulated. The larger part of this prenatal 
mortality in wild rabbits occurs in early stages of preg- 
nancy, before (10%), during, and immediately after 
implantation; the mortality reaches a maximum by the 
twelfth day post coitum which corresponds in the human 
female to five weeks ofter ovulation. The author claims 
that the subject of prenatal mortality in mammals is of 
great theoretical importance as well as great practical 
significance: “It is fundamental to the study of sterility 
in man and the domestic animals.” Gynecologists, using 
the term in its widest sense, are hesitant to see parallels, 
clues or hints in the lower animal applicable to the 
problems of the sex cycle in the human female. The author 
admits that “the diversity of reproductive phenomena in 
mammals warrants the expectation of a corresponding 
diversity of prenatal mortality”. Indeed this diversity 
may be so great as to rule out all comparisons. That this 
new study of prenatal mortality can affect animal hus- 
bandry is most likely, though the farmer today is more 
concerned with postnatal mortality especially with pigs; 
that in the present state of development it throws light 
on human reproduction one may be inclined to doubt. 





HYPOPROTEINAZMIA IN GASTRIC CANCER. 


HYPOPROTEINZMIA in various forms of nutritional 
disease has been the subject of considerable study. If 
we exclude the variety due to insufficient intake of protein, 
it is naturally more to be expected when absorption is 
affected. Thus in general diseases or local conditions 
with a systemic effect, like tuberculosis, it may occur, 
but is more likely to be found when a serious disease of 
the alimentary tract exists. Cancer of the stomach is 
known as an important cause; it is responsible for 
diminution of the protein in the blood more frequently 
than other neoplasms or benign lesions of the gastro- 
intestinal tract. This is pointed out by F. Homburger 
and N. F. Young in one of a series of studies on 
hypoproteinemia.* 

The particular point which has interested these workers 
in their inquiry is that the lowered level of protein in 
the blood is not restored by surgical treatment for cancer 
of the stomach. Previously these authors have shown 
that the pre-operative administration of large amounts of 
protein to patients so treated will lessen the degree of 
hypoproteinemia after operation. In their present 
research they establish that once this deficiency is pro- 
duced it persists. This study was carried out by observing 
a series of patients who had had operations for the 
relief of benign gastric ulcer, and by comparing them with 
others who were operated on for carcinoma of the stomach. 
In each series partial gastrectomy was performed, and in 
both series of patients diets of high Calorie and high 





1 Blood, December, 1948. 
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protein content were given as soon as the post-operative 
state permitted. Studies were made of the nitrogen balance 
over varying periods and the levels of the inorganic salts in 
the plasma were also estimated. At regular intervals 
determinations were made of the plasma volume, the 
plasma protein concentration, and the fractions of plasma 
proteins. In this way it was possible to assess the degree of 
nitrogen retention, and of body repletion, and also the 
amount of regeneration of protein in the blood. The dif- 
ficulties of securing adequate amounts of ingested protein 
were overcome by administering a commercial variety of 
casein hydrolysate as a source of nitrogen. This could be 
given by oro-jejunal feeding tubes, or in a few instances 
by external jejunostomy tubes. The hydrolysate was 
administered in a 10% solution of glucose. As soon as 
feeding in the ordinary way was possible a carefully 
prepared diet was produced and analysed in the metabolic 
diet kitchen. The caloric value of the diet could be kept 
at 1800 Calories per day usually after the first post- 
operative day. Plasma and blood tranfusions were given 
on the day of operation, but were avoided as far as 
possible thereafter, so as to avoid confusion in the estima- 
tion of protein regeneration. Studies were repeated a 
month after operation to ascertain how far the body 
tissues were in a state of repletion, and to find out the 
causes of any debit of circulating protein. The conclusions 
arrived at were as follows. Hypoproteinemia continues 
in patients with cancer of the stomach after operation in 
spite of the maintenance of supplies of protein which 
should be adequate to ensure body repletion. The investi- 
gation shows that inadequate intake cannot be the cause 
of this persistent defect. Excessive loss of protein was 
also eliminated by the balance studies. Thus it appears 
that it must be due to either inadequate fabrication in 
the body, or inefficient distribution. The authors think 
that the cause is not specific, and cite the example of 
tuberculosis in analogy. They suggest that it may be 
related to faulty function in the gastro-intestinal tract, 
the liver or the adrenal cortex. It is evident that the 
anatomical defect in the stomach itself is not responsible, 
as no such condition persists after partial gastrectomy 
performed for simple ulcer of the stomach. Hither 
decreased synthesis or increased demand or destruction 
may occur in the subjects of gastric carcinoma. At present 
the practical indication from this work appears to be to 
ensure that the patient is prepared for operation bio- 
chemically as well as in other ways. 





THE CONTROL OF CIRCULATORY STASIS BY 
MUSCULAR STIMULATION. 


Tue importance of muscular action as an aid in the 
maintenance of the circulation needs no special emphasis, 
but the possibility of using muscular movement obtained 
by electrical stimulation has some element of novelty. 
The value of encouraging muscular movement after 
operation or childbirth as a prophylaxis against venous 
thrombosis is well known, though attention has been 
directed rather towards the biochemical factors concerned 
in intravascular clotting of recent times. Frank L. 
Apperly and M. Katherine Cary have just published a 
brief description of a device by which the action of the 
muscular pump in the general circulation may be con- 
trolled apart from conscious effort by the patient... They 
point out that there are three sets of pumps “strategi- 
cally placed along the blood circuit”. These are the heart, 
the voluntary muscles and the diaphragm, the two latter 
being concerned in the returning of an adequate volume 
of venous blood to the heart. Without the action of the 
muscle pump stasis, or more accurately, stagnation of 
blood occurs, particularly in the lower limbs, and the 
possibility of circulatory inadequacy and of thrombosis is 
These authors conceived the idea of 
stimulating the skeletal muscles by rhythmic electrical 
impulses, and, since thrombi not uncommonly form in the 
veins of the legs, especially in the muscles of the calf, 


they concentrated their observations on this region. In 
order to place the work on an experimental basis they 
carried out observations on that form of circulatory stasis 
and failure induced by the force of gravity. Certain 
subjects when placed at an angle of 70° from the hori- 
zontal, and either suspended there or kept immobile, will 
show signs of orthostatic insufficiency of the circulation. 
This state is sometimes seen temporarily in persons who 
have had an illness or who have been kept in the lying 
position for some time without much movement, and is 
not unfamiliar to clinicians. The signs of the experi- 
mentally induced condition are an increase of the heart 
rate and the diastolic blood pressure, a decrease of pulse 
pressure, and visible signs of distress such as pallor and 
sweating. The subjects of the experiment were placed 
on a tilt board, and maintained immobility and complete 
relaxation. Electrodes were applied to the lumbo-sacral 
region and also to the lower limbs, those in the latter 
regions being the active electrodes. After some trial it 
was found best to apply these over the backs of the calves. 
A sinusoidal current was passed through these~contacts 
and use was made of a frequency and intensity effective 
in causing muscular contraction, yet comfortable to the 
subject. A rate of 18 to 20 contractions per minute was 
maintained. Thirty-two experiments were carried out on 
healthy young people. Comparisons were made with 
controls, on whom no muscle stimulation was employed, 
the condition of circulatory disturbance being observed, 
and after an interval cured by returning the subject to 
the horizontal position. Observations were made on the 
circulation time; it was found to be abnormally prolonged 
in all the “patients” during the period immediately 
preceding the ultimate phenomenon of “blackout”. When 
rhythmic stimulation of the muscles was employed the 
circulation times were shortened within normal limits, 
and the fall of pulse pressure and rise of heart rate were 
corrected, and restored to normal also. In order to ensure 
that the effect of electrical stimulation was not merely 
emotional, a series of subjects was tested and on them 
another type of current was used, which produced the 
same sensation but no muscular contraction. In these 
persons the course of the gravity shock was unaffected. 
Following this experimental work the method was applied 
to patients suffering from traumatic shock in hospital, 
and to others after operation, in order to test the effect 
on venous stasis and thrombosis. As yet the number of 
patients, about sixty, has been too small to warrant 
positive conclusions, but the authors hope that the con- 
trolled results of a larger series will be satisfactory, as 
encouraging observations have been made up to the 
present. A small portable generator may be used for the 
work; and the method is so simple that it seems worthy 


of wider trials. 





RENAL CHANGES IN DIABETES. 


In the pre-insulin era the great importance of vascular, 
cardiac and renal changes in established diabetes was 
clearly recognized. After the introduction of insulin it was 
hoped that the outlook of diabetics in this regard would be 
much improved, and indeed the duration and fullness of 
their lives have been made comparable with those of 
more favoured members of the community. Yet it is known 
that even in mild diabetes the risk of cardio-renal disease 
is not negligible, and death from renal failure may 
terminate a fairly long and successful career. Jealous 
that our diabetics should live as long as others, we are 
now learning more about the long-range complications of 
the disease. Of recent years a characteristic renal 
glomerular lesion has been described, a variety of 
glomerulosclerosis. Some clinical and pathological observa- 
tions on this condition have been made by H. Rifkin, 
J. G. Parker, E. B. Polin, J. I. Berkman and D. Spiro. 
The question is, of course, what is the connexion between 
the diabetic state and this intercapillary type of glomerular 
sclerosis, which appears to be a degenerative change. Some 





1The American Journal of the Medical Sciences, October, 1948. 
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652 


THE MEDICAL JOURNAL OF AUSTRALIA. 


May 14, 1949. 





writers have found slighter degrees of the same lesion in 
non-diabetics who were the subjecis of arteriolar sclerosis. 
The associated clinical signs are not agreed upon by all, 
which might be expected, as most of the patients are in 
any case of such age that other degenerative lesions might 
cause confusion. The present authors have been largely 
interested in the nephrotic signs which are thought to be 
characteristic by most, though not by all, writers. They 
have during the last five years collected 45 patients 
diagnosed as suffering from diabetic glomerulosclerosis, 
and have particulars of autopsies on 22 of these. This 
diagnosis was established by the presence of edema without 
cardiac failure, the degree of albuminuria and hypo- 
proteinemia, and the finding of doubly refractile lipoid 
cells or casts in the urine, with few or absent red cells. 
Renal clearance tests and estimations of blood creatinine 
were used as measures of renal failure. Uremia was 
taken as established when the clearance fell below 30% 
and the creatinine content rose above 3-0 milligrammes 
per centum. In only one instance were lipoid cells or 
casts found in the urinary sediment without the discovery 
also of the intercapillary fibrotic lesions in the kidney 
after death. Though one patient was young (twenty-five 
years of age), most of the patients were aged between 
sixty and seventy years. An important feature was that 
38 of the 45 patients had diabetes of mild or only moderate 
severity; in fact, 12 of them did not require insulin. Most 
of the writers on this subject agree in stressing the 
frequency of a mild, and therefore usually prolonged, 
diabetic state. Only three patients in the series had ever 
had coma, but that is, we hope, evidence of the very much 
better control of the disease in these days. Most of the 
subjects had a definite degree of arterial hypertension. 
Examination of the retine revealed retinopathy in nearly 
every patient, and the majority of the lesions were of the 
combined hypertensive and diabetic types. M{dema was 
present in nearly every instance also, and the distinction 
between a congestive and a nephrotic cause was made by 
observations on the blood chemistry. As mentioned above, 
the finding of doubly refractive lipoid bodies was con- 
sidered characteristic of a nephrotic lesion, and control 
with a series of patients suffering from other forms of 
cardio-renal disease showed that no confusion arose with 
these states. As the result of their histological studies 
these authors do not agree that the essential lesion is 
intercapillary in origin; about the established lesion there 
seems full agreement. They believe that the clinical 
syndrome develops in relation to the combined effects of 
the pathological changes in the renal arterioles and the 
glomerular capillaries. The lipoid changes they find very 
helpful in diagnosis, if taken with the other elements in 
the clinical picture. The correlation of clinical and histo- 
logical pictures has always been a debatable business and 
we need not enter this field here. But more knowledge 
seems to be accumulating about certain renal changes 
found in the subjects of relatively mild diabetes, and 
though this knowledge may not yet add to the lives of 
these people in a world whose inhabitants have a better 
chance, medically speaking, of long life, it may help in 
giving them more care and greater comfort. 





PENICILLIN AS A PROPHYLACTIC IN 
ENDOCARDITIS. 


In the pre-penicillin era it was well known that the 
extraction of teeth was frequently followed by transient 
bacteriemia, and the risk involved in patients who 
already had damaged heart valves was recognized as 
considerable. Many workers in this field proved both 
experimentally and clinically that showers of bacteria 
invaded the blood-stream after the removal of tonsils, 
and more particularly teeth. Further, it was known that 
the opportunity of establishing a nidus in such a favour- 
able place as the endocardium damaged by previous 
attacks of acute rheumatism was sometimes taken by the 
floating streptococci, a mechanical lesion being converted 
into an actively infected one. In fact, cultural experiments 





showed that bacteria could often be demonstrated in the 
blood-stream after surprisingly brief intervals follewing 
the extraction of teeth. The introduction of sulphonamides 
gave us a method by which precautionary measures could 
be taken, but penicillin now offers greater safety. Harold 
L. Hirsh, Jean J. Vivino, Arthur Merril and Harry F. 
Dowling have published the results of work which they 
have carried out among patients with healed rheumatic 
and bacterial endocarditis’. 

Previous observations had shown that penicillin in a 
dose of 600,000 units, administered in two millilitres of 
beeswax and peanut oil, gave a peak concentration in the 
blood some three or four hours after injection, which 
should be sufficient for prophylactic purposes. The 
advantage of this preparation was that it was suitable for 
administration by a dentist or a doctor in the ordinary 
routine of practice. As local anesthesia has been found to 
increase the liability to bacteriemia after teeth extraction, 
epinephrine was added to the anesthetic solution for its 
vasoconstrictive effect. The patients investigated were 
all in hospital, and usually the need for extraction of 
teeth was incidental. They were divided into two groups 
each of 65 patients, one group receiving penicillin and 
the other acting as a control. Penicillinase was added to 
the culture medium to inactivate the penicillin in the body 
fluids. Twenty millilitres of blood were drawn from a 
vein immediately after the extraction, and again ten and 
twenty minutes later. Cultures were made by both aerobic 
and anaerobic methods. Cultures were also made from the 
teeth sockets and from the throat. Particular attention was 
paid to the appearance of a and vy streptococci in the 
cultures, since these are important in the causation of 
bacterial endocarditis. The extractions were performed by 
the elevator-forceps technique. No connexion was found 
between the results and the state of the patient’s oral 
hygiene, but the number of teeth extracted had a bearing 
on the appearance of organisms in the blood. Comparison 
of the cultures showed that 46% of the patients in the 
control group and 37% in the penicillin-treated group had 
demonstrable bacteria in the blood. These figures refer 
to all bacteria, but when the a and y types of strepto- 
cocci alone were considered, these organisms were found 
in 34 and 15 members of each group respectively. Thus, 
the dangerous bacteria were reduced in numbers by more 
than half. It is further interesting that only two of the 
penicillin-treated group had organisms in the blood at 
more than one period, whereas six members of the control 
group had bacteriemia at more than one period. The 
authors are satisfied that this simple measure reduced the 
hazard of streptococcal infection to a significant degree, 
but they realize that further work is necessary before 
the optimal dose and time or times of administration are 
worked out. They suggest that a dose of 300,000 units of 
penicillin in a suitable medium given twenty-four hours 
before the operation, and another of 600,000 units four 
hours before should ensure the presence of penicillin in 
the local tissues of the mouth at the time of the extrac- 
tion, and should also provide a bactericidal concentration 
of penicillin in the blood for twenty-four hours afterwards. 
These results are encouraging, and should stimulate the 
work on the subject which is proceeding in different 
places. The extension of the treatment of bacterial endo- 
carditis to the preventive field is welcome and hopeful. 





VIRUS MORPHOLOGY. 


THE investigation of pathogenic bacteria usually proceeds 
along a regular pattern in accordance with the development 
of the tools with which the laboratory worker is equipped. 
The first tool was the microscope, and so the first study 
was that of morphology. The cultural methods were intro- 
duced, then the study of experimental disease in the. 
susceptible animal. In the case of the viruses, however, 
the pattern has of necessity been reversed, because the 
first recognition of the existence of infective agents below 
0-24 in diameter came from the production of disease in 





1 Archives of Internal Medicine, June, 1948. 
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an animal after the inoculation of material from which 
all visible bacteria had been removed by filtration through 
a candle of diatomaceous earth—in other words, their 
biological activities were studied long before their struc- 
ture could be made out. 

In 1937, R. W. Fairbrother and L. Hoyle! began a study 
of human sera by the complement fixation test, using as 
antigen an extract of mouse lung from an animal infected 
with influenza virus. In 1941 the Hirst test? was developed 
in America by the use of the inhibition of agglutination 
of fowl red cells by influenza virus as a measure of the 
serum antibody level. Each of these tests appears to be 
concerned with a different antibody, the first produced in 
response to a general property of all influenza viruses, 
the second in response to a characteristic of a particular 
‘strain of virus. As Hoyle suggested, the antigens appeared 
to be particles of a different size. 

Now comes a morphological study of the particles of 
influenza virus, made possible by the development of a 
new tool, the electron microscope, and its technique of 
shadowing the particles under examination with palladium. 
Many new strains of virus have been isolated in Europe 
as a result of the recent epidemic, and C. M. Chu, W. J. 
Elford and J. M. Dawson have made a careful study of 
their morphology® and present convincing pictures of their 
observations. They find that there are small particles 
and also long filamentous forms, and that the latter are 
particularly abundant in the newly isolated strains. These 
particles and filamentous forms have been seen in small 
numbers before and can be made out under a powerful 
dark-ground microscope. They are not present in normal 
eggs, and living material which has been passed through 
a gradocol membrane which will pass only the particles of 
smaller size, will after incubation in fertile eggs reproduce 
the filamentous form. Both the long and round forms 
can be adsorbed onto red cells and eluted in the presence of 
an homologous antiserum, and if this mixture is examined 
under the microscope, evidence of agglutination can be 
obtained. Some strains of virus maintained in eggs for 
eight passages still show the filaments, though in smaller 
numbers. 

In 1943, Professor F. M. Burnet and D. K. Bull observed 
differences between recently isolated and egg-adapted 
strains in their behaviour towards red cells from the 
guinea-pig as compared with red cells from the fowl,‘ 
the original or “O” form agglutinating guinea-pig cells 
more strongly than fowl cells, the derived or “D” form 
showing titres more nearly the same. Burnet and Bull 
suggested that this observation might be interpreted to 
mean that a selective process was going on in the multi- 
plication of virus and that the “D” phase multiplied more 
rapidly than the “O” phase. 

It is tempting to theorize about the possibility of some 
association between these varying aspects of knowledge 
of the behaviour of the influenza virus, but the temptation 
must be sternly resisted. The electron microscope studies 
are of course static pictures, and there is no information 
as yet of the physical chemistry of the two forms which 
appear so distinctly in the pictures, and it is difficult to 
visualize their behaviour within the cell. As the authors 
suggest in their summary, if the view that these elongated 
filamentous structures represent a stage in virus multi- 
plication is confirmed it will revolutionize our conception 
of the way in which virus can multiply. The continuance 
of this work will be eagerly awaited. 





THE CLINICAL CONTROL OF OXYGEN THERAPY. 


CLINICAL MEDICINE has long since ceased to mean those 
aspects of the study of disease which can be recognized 
by the unaided senses. One of the important questions 
frequently requiring answer in the wards of hospitals is 
‘whether a patient’s need for oxygen exceeds his body’s 





= British + he ggg Journal December 20, 1947 
3c. K. Hirst, Science Volume XCIV, 1941, page 22. 
3 The Lancet, April 9, 1949. 
‘The Australian Journal of Experimental Biology and 
al Science, Volume XXI, 1943, page 565. 





capacity to supply it. The type of disease is of course 
helpful, and the signs of pulmonary congestion and cyanosis 
are definite indications. Perhaps it is the recent surgical 
advances in the treatment of congenital disease of the 
heart which have emphasized the necessity for exact 
measurement of the oxygen available for reasonable 
function of the body. Before this, great interest had‘ been 
taken in the subject, but all the methods now in use are 
not simple. To the ordinary tests of circulatory capacity, 
such as determination of pulse and respiration rates, 
blood pressure, and circulation times, have now been 
added the estimation of the oxygen content of arterial blood 
and of the blood in the various chambers of the heart itself. 
Arterial puncture, it appears, may now be partly dispensed 
with by the use of the “Millikan Oximeter’, whose value 
and simplicity by the bedside have been described by 
Lincoln Godfrey, Harold S. Pond, and Francis C. Wood. 
This device has been in use for some years, and promises 
to be applied to a wider range of clinical problems. It is 
simply a galvanometer which records continuously the 
changes in the current passing from a photo-electric cell 
attached to the pinna of the ear. An electric bulb warms 
the subcutaneous tissues, whose capillaries dilate 
sufficiently to make the blood flowing through the pinna 
have the same oxygen content as arterial blood. The 
light from the bulb after passing through special filters 
actuates the photo-electric cell. Within the limitations of 
the galvanometer, which is graduated from 50% to 100% 
saturation, the instrument has been found accurate to 
38% to 7% by comparison with estimations made by arterial 
puncture. Absolute values are obtained by first obtaining 
the reading when the patient is breathing 100% oxygen, 
or by comparison of an arbitrary reading with one 
determination by arterial puncture, but percentage changes 
can be read off from the instrument directly. In this series 
of experiments ten persons were studied who shewed no 
evidence of anoxemia, and then 36 patients with patho- 
logical states of the heart or lungs or both. The 
procedure was to make the usual tests while the ear-piece 
of the instrument was warming up, and after adjustment 
of the galvanometer to the clinically estimated arterial 
saturation, to administer oxygen till no further change 
was registered. The rate of fall in the reading was then 
noted after oxygen administration was discontinued. The 
“B.L.B.” mask was used for the giving of oxygen. The 
writers use the term “oximeter response” to mean the 
rise in the reading of the galvanometer when the subject is 
switched from breathing room air to breathing 90% to 
97% oxygen in a mask, and they found that a rise of 5% 
or less could be classed as “normal” though this did not 
preclude the possibility of anoxemia. An increase in the 
reading over 5% signified that anoxemia was present. 


Experiences gained in this investigation showed that the 
oximeter, while not entirely replacing direct arterial 
measurements of oxygen, gave a simple and rapid method 
of estimating the results of oxygen therapy at the bedside. 
Certain patients were found to respond strikingly to 
relatively low concentrations of oxygen; this information 
was of value, as they could then be treated effectively by 
a method such as the use of the nasal catheter. The 
response of individual patients could not be foretold by 
the initial observations, but it could be accurately assessed. 
Godfrey, Pond and Wood attempted to correlate various 
clinical signs such as cyanosis, pulmonary congestion, 
pulse and respiration rates, circulation time and blood 
pressure with the ascertained response to oxygen therapy, 
as recorded by the oximeter, but no reliable connexion 
could be established. All these factors are, of course, 
valuable in predicting the need for and the response to 
oxygen, but the oximeter does not appear to be more 
dependable in regard to the former than a summation of 
the usual clinical data. However, the authors conclude 
by stating that this instrument enables a bedside evalua- 
tion of treatment to be made more accurately than is 
possible by other methods of clinical observation, and 
that in certain instances it draws attention to the existence 
of anoxzemia before it is otherwise obvious. 





wa American Journal of the Medical Sciences, December, 
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Abstracts from Wedical 
Literature, 


OBSTETRICS AND GYNADCOLOGY. 


Some Principles of Myomectomy. 


N. C. Louros 
Obstetrics and Gynecology of the 
British Empire, October, 1948) discusses 
the advantages and disadvantages of 
myomectomy and considers that all 
efforts should be made to minimize the 
dangers of the operation and to allow 
its more widespread use. Dis- 
advantages of myomectomy include 
post-operative hemorrhage and infec- 
tion, alleged loss of biological value of 
the uterus, a considerable mortality 
rate, risks of recurrence of fibroids, 
and complications with subsequent 
pregnancy. The author now performs 
this operation, when possible, on women 
up to forty-five years of age, and 
claims to preserve the functional 
integrity of the genital organs with no 
increase in mortality rate as compared 
with that of hysterectomy. The size 
and number of fibroids do not contra- 
indicate myomectomy. Uterine and 
adnexal inflammation, usually associated 
with pain and offensive vaginal dis- 
charge, necessitates the postponement 
of surgical intervention until the inflam- 
matory process has_ subsided. The 
possibility of associated pregnancy, and 
especially of threatened or incomplete 
abortion, must always be considered. 
Lipiodography for the location of 
uterine tumours is unnecessary and 
may give false results. Prior to 
myomectomy careful examination of 
the cervix is of importance, and diag- 
nostic curettage should be performed 
to eliminate the possibility of carcinoma 
corporis uteri. The author’s mortality 
rate for this operation has been reduced 
from 10% in the first 100 cases to 1% 
in the last 100 cases. Certain points in 
operative technique are stressed. All 
fibroids should be removed by a single 
incision or at most two _ incisions. 
Incisions should be made transversely 
and as high as possible. All fibroids 
are removed before suturing is com- 
menced. Hemostasis must be complete. 
Cavities are closed by sutures in suc- 
cessive layers, the adjacent lips being 
inverted into the depths of the uterus. 
An indwelling catheter is used for five 
days after operation, and during this 
time cestrogens, pituitrin and ergot are 
given. 


Female Infertility. 


J. StratuwortHy (The Journal of 
Obstetrics and Gynecology of the 
British Empire, April, 1948) has studied 
the first 1000 unselected patients treated 
at the Oxford clinic for sterility and 
draws attention to certain fallacies in 
the diagnosis of tubal occlusion. He 
states that the incidence of absolute 
sterility is relatively low and that 
emphasis should be decreased on 
sterility and increased on fertility. 
Although 35% of women treated for 
sterility conceived, it is fantastic to 
conclude that such patients were sterile 
and that treatment resulted in con- 
ception. Newly married couples desirous 
of children should seek advice early 
and not wait for one or more years. 
The hymen has been found intact in 
5% of patients examined for primary 
sterility, and many of these patients 
were unaware that anything was amiss 
with the physical side of their married 


(The Journal of. 





life. Many women with systemic 
disease contraindicating pregnancy 
desire to conceive, but should not be 
aided and encouraged in this direction. 
The male partner should be neither 
ignored nor over-emphasized in any 
study of fertility, and no prognosis can 
be given on the result of one sperm 
investigation. Defective sperm secre- 
tion like defective ovulation is fre- 
quently only a passing phase. Barriers 
preventing the union of sperm and 
ovum can exist at any level of the 
genital tract, but most attention has 
been paid to tubal occlusion. It is 
wrong to assume blockage of the tubes 
when gas fails to pass. The incidence 
of complete tubal occlusion in large 
series of cases from the literature has 
ranged from 26% to 50%. In the 
series studied, the incidence of apparent 
blockage was 21°6%, but the ultimate 
corrected figure was 12°8%. The author 
considers that this figure is still too 
high and that with improved methods 
of investigation the incidence of ‘true 
tubal occlusion will be about 10%. 
Experiences in pelvic surgery show 
that congenital tubal occlusion is ex- 
tremely rare, and it is probable that 
spasm and uterine irritability account 
for many cases of so-called occlusion. 
Neither atropine nor anesthesia is 
reliable in abolishing spasm, and the 
author recommends reassurance of the 
patient, pethidine, amylnitrate and 
nitroglycerine tablets. Within four 
minutes of the oral administration of 
a nitroglycerine tablet there is a pro- 
nounced effect on the spastic uterus, 
and by this simple measure 50% of 
cases of apparent tubal blockage have 
been found to be due to uterine or 
utero-tubal irritability. Failure of 
lipiodol to pass through the length of 
the uterine tube does not necessarily 
mean that the tube is blocked. Waves 
of contraction passing along the tube 
from the ampulla to the isthmus may 
arrest the flow of lipiodol passing in 
the opposite direction. 


The Vaginal Bacterial Flora and 
Ovarian Dysfunction. 


Nancy LauGHTON (The Journal of 
Obstetrics and Gynecology of _ the 
British Empire, October, 1948) reports 
the results of examination of the 
vaginal pH values and vaginal cells 
and bacterial flora in 39 patients attend- 
ing a fertility clinic who had no organic 
pelvic disease. Fifty-two examinations 
were carried out during different 
phases of the menstrual cycle. All 
patients had menstrual periods which 
were within normal limits, and in each 
case sterility of the husband had been 
excluded. The group was chosen as 
one likely to have normal bacterial 
flora, but it was found that examina- 
tion of many of the patients gave 
abnormal findings, and later it 
appeared probable that many of them 
were individuals with some degree of 
ovarian dysfunction. The pH values 
were distinctly less acid than the 
accepted normal in the majority of 
patients whether tested at the pre- 
menstrual or cestral phase. Examina- 
tion of direct smears showed. no 
absolute correlation of the number of 
leucocytes or pus cells with the pH, 
and the number of squamous epithelial 
cells was also variable. On the evidence 
of culture, thirteen patients could be 
classified into grade I of vaginal 
cleanliness, and nineteen into grade 3 
of vaginal cleanliness. No correlation 
was found between the bacterial flora, 
the pH and the number of leucocytes 





present. With the fall of acidity the 
type of the bacterial flora shows a 
gradual transition from one composed 
mainly of the acidophilic vaginal 
bacillus to one of mixed flora with 
few or no vaginal bacilli. The author 
considers that there is ample evidence 
that, in the majority of cases, the 
reaction of the vagina and the bacterial 
flora are abnormal by comparison with. 
the accepted normal standards for 
sexually mature women. It is sug- 
gested that the deposition of vaginal 
glycogen is deranged and that the 
findings indicate ovarian dysfunction. 


Spina Bifida Occulta and Nulliparous 
Prolapse. 


A. A. GEMMELL, P. H. WHITAKER AND 
R. L. Puacketr (The Journal of 
Obstetrics and Gynecology of the 
British Empire, August, 1948) have 
attempted to answer the question of 
the relation between spina bifida 
occulta and nulliparous prolapse. They 
report observations on 52 patients with 
nulliparous prolapse and a control group 
of 101 healthy nulliparous women.. 
They state that true congenital pro- 
lapse has been seen in babies a few 
days old, and in all except two of 
twenty reported cases the child also 
had a lumbo-sacral spina bifida which 
led to its death ultimately. The 
literature on the alleged association 
between spina bifida occulta and nul- 
liparous prolapse is reviewed, and the 
authors observe that in most papers. 
there is no clear indication of the 
parity of the patients, and no author 
gives a definition of what bony defect 
he accepts as evidence of spina bifida 
occulta. X-ray films of the 52 patients 
and 101 healthy nulliparous controls. 
were compared, and an analysis was 
made in four groups according to the 
level of non-closure of the sacral seg- 
ments. After statistical correction the 
authors conclude that in the material 
studied there is no-relation between the 
occurrence of spina bifida occulta and 
that of nulliparous prolapse, where 
spina bifida occulta is used to mean 
non-closure of the posterior arches of 
the sacral vertebre. Abnormalities in 
the series studied are compared with 
the findings of Trotter and Brailsford. 
The upper limit of the sacral hiatus is 
found above the level of the body of 
the fourth sacral vertebra in 73% of 
the normal control subjects studied, a 
significantly higher finding than those 
of Trotter. No conclusions are drawn 
as the authors consider that present 
knowledge of the incidence of sacral 
deformities is incomplete. Only when 
accurate knowledge is available of the 
incidence of symptomless bony abnor- 
malities in healthy individuals will a 
proper assessment of their role in the 
cause of symptoms become possible. 


Stromal Endometriosis. 


W. W. Park AnD R. A. TENNENT (The 
Journal of Obstetrics and Gynecology 
of the British Empire, August, 1948) 
report a case of stromal endometriosis 
and discuss the clinical and patho- 
logical features with those of previously 
reported cases. Some 35 examples of 
this condition have been reported in 
the literature under a variety of names, 
and doubt has existed as to its nature. 
The condition has been variously con- 
sidered as sarcoma, benign tumour of 
the endometrial stroma, fibromyosis 
and stromatous endometriosis with 
restricted malignant characters. The 
patient was a married woman, 
thirty-nine years, with two children, 
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who gave a history of constant dull 
pain in the right lower part of the 
abdomen for one year. A large, firm, 
mobile uterine mass was felt extending 
almost to the umbilicus. At operation 
the uterus was the size of a four-month 
pregnancy, and two tortuous finger- 
like processes extended from its right 
lateral margin into the broad ligament. 
The lower of these two processes passed 
through the region of the uterine 
vessels far out onto the lateral pelvic 
wall and could not be completely 
removed at the operation of supra- 
vaginal hysterectomy. A course of deep 
X-ray therapy was given two months 
later. The myometrium was found to 
be studded with small white dome- 
shaped protuberances of abnormal tis- 
sue, and a cystic cavity the size of a 
walnut was found deep within the 
posterior wall of the uterus. The broad 
ligament mass consisted of thick cords 
of infiltrating tissue. On microscopic 
examination the abnormal tissue in the 
myometrium consisted of uniform 
eosinophilic cells with prominent nuclei. 
Mitoses and polymorphism were not 
features of the neoplasm, and the tissue 
was only moderately vascular. In 
some areas cords of tissue lay in 
smoothly lined tubes, and in other areas 
there was an arborescent pattern with 
the appearance of canalization. The 
authors consider that these features 
can be interpreted as attempted gland 
formation and note the general 
“epithelial” appearance with branching 
cords bearing a strong resemblance 
to the primitive sex cords which arise 
within the developing gonad. The 
histological picture shows a_ closer 
relation of the abnormal tissue to the 
endometrium than previously reported. 
This does not constitute proof that the 
tumour is developed directly from the 
endometrium by invasion or embolism. 
It is possible, however, that both the 
tumour and the endometrium have a 
common ancestor and that the con- 
dition is a neoplasm arising’ in 
embryonic tissue indiscriminately scat- 
tered throughout the uterus. 


Thecoma of Ovary Associated with 
Ascites and Hydrothorax. 


C. C. Huane anp J. H. CHEN (The 
Western Journal of Surgery, Obstetrics 
and Gynecology, August, 1948) report 
a case of thecoma of the ovary 
associated with ascites and right hydro- 
thorax (Meigs’s syndrome) successfully 
treated by removal of the ovarian 
tumour. Ovarian fibroma associated 
with ascites and hydrothorax was 
reported in 1879, and has been recog- 
nized as a clinical entity since the 
classical work of Meigs in 1937. The 
characteristics of Meigs’s syndrome are 
massive pleural = effusion, ascites, 
abdominal tumour and a varying degree 
of debility. Certain types of pelvic 
tumours other than ovarian fibroma can 
give rise to the same syndrome, and it 
is not impossible that some uterine 
tumours can do the same. The patient 
was an emaciated woman, aged fifty- 
two years, with an abdominal tumour 
of fifteen months’ duration, pronounced 
ascites and right hydrothorax. The 
tumour was firm, smooth and freely 
mobile, and was the size of a feetal 
head. At operation two litres of straw- 
coloured fluid were evacuated from the 
abdominal cavity; the tumour was 
found to arise from the left ovary and 
could be removed with ease. The post- 
Operative course was uneventful; the 
Chest was clinically normal and the 
patient had gained weight when she 





left hospital two weeks after operation. 
Histologically the tumour was found to 
be a thecoma. The authors state that 
it is important to keep this syndrome 
in mind in the differential diagnosis of 
abdominal and chest effusions. It may 
also simulate advanced malignant 
disease of the ovary with metastases. 
No satisfactory explanation has been 
given concerning the mechanism of 
the effusions. 


Pitressin Tannate in Oil and 
Uterine Bleeding. 


R. C. Benson (The Western Journal 
of Surgery, Obstetrics and Gynecology, 
August, 1948) reports the results of 
treatment of 167 patients with exces- 
sive dyfunctional uterine bleeding by 
one or more intramuscular injections 
of two millilitres of pitressin tannate in 
oil. Cases of pregnancy and pelvic 
malignancy were excluded. After this 
form of immediate treatment one-third 
of the patients ceased to bleed in 
twenty-four hours, one-half stopped 
bleeding in forty-eight hours, and one- 
sixth yielded no response to treatment. 
Improvement in results has_ been 
obtained by the giving of one millilitre 
of the preparation daily for three days, 
or one millilitre twice daily for two 
days. Results were poor where over- 
whelming mechanical or hormonal 
abnormalities persisted. A theoretical 
discussion of the modus operandi of 
this medication is presented on 
anatomical and physiological grounds. 
It is stated that uterine bleeding is 
primarily a vascular phenomenon and 
abnormal bleeding will continue so long 
as the muscular and vascular elements 
fail to contract. Any medication which 
causes their prolonged contraction will 
produce hemostasis. In the opinion of 
the author pitressin tannate in oil 
fulfils these requirements. It has 
been established that pitressin, even 
in minute doses, acts directly on the 
myometrium of the non-pregnant uterus 
and results in strong’ contraction, 
especially just before, during or just 
after menstruation. Pitressin tannate 
in oil has a prolonged action on both 
the myometrium and the blood vessels, 
its effects lasting for from three to six 
hours. There were no untoward toxic 
reactions or side effects. The treat- 
ment is essentially regulative but not 
curative, and accepted gynecological 
procedures must be employed to correct 
the underlying cause of the bleeding. 
The proper place for the use of pitressin 
tannate in oil for uterine bleeding is as 
an immediate measure for the control 
of hemorrhage before definite treatment 
can be undertaken. 


Vagino-Abdominal Subtotal 
Hysterectomy. 


J. B. Casate (The Western Journal 
of Surgery, Obstetrics and Gynecology, 
August, 1948) agrees with the generally 
accepted principle that total hysterec- 
tomy either by the abdominal route or 
by the vaginal route is most desirable 
as a routine measure. The mortality 
rate, however, in the hands. of 
“occasional” operators is high, and for 
this reason he has devised what is 
termed a “vagino-abdominal subtotal 
hysterectomy”. The operation steers 
a middle course’ between total 
abdominal hysterectomy and _ supra- 
vaginal hysterectomy and can be used 
with good effect by the surgeon who 
is not well experienced in _ total 
hysterectomy. The first part of the 
operation consists of diagnostic dilata- 


| tion and curettage, and the operation 
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is not continued if there is any evidence 
of malignant disease of the uterus. 
Amputation of the cervix is then per- 
formed, a wedge-shaped cone of cervix 
being removed up to the level of the 
internal os. The cervix is reconstructed 
and sutured with figure-of-eight 
chromicized sutures. The abdomen is 
opened and subtotal hysterectomy is 
performed, again with removal of a 
wedge-shaped cone of the cervix from 
above downwards reaching below the 
level of the internal os. This operation 
has been performed on 500 patients 
without any mortality. The author 
claims that the gland-bearing portion 
of the cervical canal is removed, 
together with the adjacent squamous- 
cell mucous membrane of the cervix 
where carcinoma is prone to originate. 
The risk of carcinoma of the residual 
cervix, generally quoted at 2% to 4%, 
is avoided, and the operation can be 
readily performed by the “occasional” 
operator with a low mortality rate. 


Smear Diagnosis of In-Situ 
Carcinoma of the Cervix. 


FRANK W. FooTE AND KATHERINE LI 
(American Journal of Obstetrics and 
Gynecology, August, 1948) record the 
results of cervical and vaginal smear 
examinations of eighteen patients with 
cervical carcinoma in situ or pre- 
invasive carcinoma. They state that 
there is no question of debate con- 
cerning biopsy as against smear diag- 
nosis in carcinoma of the cervix. The 
two investigations are complementary, 
and for an indeterminate period the 
chief reliance in most clinics must be 
placed on biopsy. In order to increase 
the total take of cells two smears were 
taken directly from the cervix and two 
from the vaginal vault. Twelve of the 
eighteen patients were entirely free 
from gynecological symptoms, and in 
the six patients with symptoms, erosion 
or chronic inflammation of the cervix 
was present and carcinoma was not 
suspected. Subsequent biopsy and/or 
examination after surgery in fifteen 
patients confirmed the diagnosis of 
preinvasive carcinoma. In fourteen of 
the eighteen cases the smear taken 
from the cervix provided positive 
evidence of carcinoma. The results of 
examination of vaginal smears were 
positive in nine cases and negative in 
nine cases. In asymptomatic patients 
it is advisable to examine smears from 
both cervix and vagina. The ease 
of diagnosis was greater in smears 
taken from the cervix, on account of 
the greater number of cancer cells 
present In no case was the result 
of examination of the vaginal smear 
positive when that of the cervical 
smear was negative. The authors state 
that carcinoma of the cervix is one of 
the few cancers which can be detected 
in early stages by clinical alertness 
and proper cytological and _ biopsy 
investigations. They discuss’ the 
question of routine smear tests for 
the female population and point out 
that the incidence of carcinoma of the 
cervix in women over thirty-five years 
of age is 1 in 1500 and that 500 hours 
of microscopy would be necessary to 
detect one case of cancer. This 
would probably cost several thousand 
dollars for the diagnosis of one case. 
“False positive” results should never 
lead to a surgical or radiotherapeutic 
disaster, because a positive result from 
a smear test constitutes nothing more 
than an obligation to secure a positive 
result from biopsy or curettage before 
major surgery or radiotherapy. 
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Wedical Watters in Parliament. 
THE PHARMACEUTICAL BENEFITS ACT, 1949. 


THE SENATE. 


On March 10, 1949, SenaTOR THE HONOURABLE N. E. 
McKENNA, Minister for Health and Minister for Social 
Services, presented in the Senate the Pharmaceutical Benefits 
Bill, 1949, which was read a first time. 

The Senate resolved, on the motion of Senator McKenna, 
that so much of the Standing and Sessional Orders should 
be suspended as would prevent the Bill from ‘-being passed 
through its remaining stages without delay. 

Senator McKenna moved that the Bill be read a second 
time. In his introductory speech he referred at some 
length to discussions which he had had with the Federal 
Council of the British Medical Association in Australia. He 
quoted from the last letter received from Sir Henry Newland, 
to the effect that the alterations which the Government 
was willing to make had failed to induce the members of 
the British Medical Association to offer cooperation in the 
working of the Pharmaceutical Benefits Act, 1947. He went 
on to remark that doctors all over Australia were prescribing 
many specifics-—including insulin, the “sulpha” drugs and 
penicillin—which were in the formulary and in the British 
Medical Association’s own list. Their patients were being 
required to pay chemists for these prescriptions, which could 
be supplied without charge but for the attitude of the 
Federal Council of the British Medical Association in 
Australia. Having regard to the continuing attitude of 
the Federal Council, to the fact that the many concessions 
that it had been prepared to make and had made had not 
been met by any willingness on the part of the Federal 
Council to cooperate, and to the fact that some 117 doctors 
throughout Australia, using the formulary, had found it in 
practice adequate to provide for the major portion of their 
patients’ needs, the Government was determined that the 
present unsatisfactory position should be resolved. The 
Government proposed in the measure before the Senate to 
ensure that the benefits which it had sought to provide, 
and which the people themselves had approved, would be 
available to the people. Senator McKenna then referred 
to the provisions of the amending Bill, of which he said 
two clauses might be regarded as substantive. Clause 5 
provided for the insertion in the principal Act of a new 
section, 7A, which stated: 


Except as prescribed, a medical practitioner shall not 
write a prescription for the supply to a person entitled 
to receive pharmaceutical benefits— 

(a) of an uncompounded medicine the name of which, 
or a medicinal compound the formula of which, 
is contained, or is deemed to be included, in the 
Commonwealth Pharmaceutical Formulary; or 

(bo) of a material or appliance the name of which is 
contained in the prescribed addendum to the 
Commonwealth Pharmaceutical Formulary 

otherwise than on a prescription form supplied by the 
Commonwealth for the purposes of this Act. 
Penalty: Fifty pounds. 


Senator McKenna said that the provision imposed no 
restriction upon the freedom of a doctor to prescribe as he 
thought fit in the interests of his patients. It simply 
provided that if the doctor thought fit to prescribe a specific, 
a compound, a material or an appliance which was listed in 
the Commonwealth Pharmaceutical Formulary, he should 
write the prescription on a prescription form supplied by 
the Commonwealth, enabling his patient to obtain the 
medicine, compound or appliance without charge from his 
chemist. The amendment neither proposed nor initiated 
any interference with the practice of medicine. It would 
involve the doctor only in a piece of paper—that on which 
he wrote his direction to the chemist for the supply of the 
medicine, compound or appliance in the classes named in the 
clause. The doctor would still diagnose and assess his 
patient’s needs in the light of his medical knowledge and 
experience, and in accordance with his own unfettered 
judgement. The amendment would take effect only after 
the doctor had formed his opinion or judgement. If in his 
opinion his patient needed one of the specifics, compounds 
or appliances named in the Commonwealth Pharmaceutical 
Formulary, then the prescription which conveyed his 
instructions to the chemist had to be written on the form 
provided by the Commonwealth. 

Senator McKenna said that the amending section would 
come into operation on a date to be fixed by proclamation. 
This date would be far enough ahead to ensure that all 





doctors would be supplied with the new prescription forms, 
and that all doctors should have ample time to make them- 
selves familiar with the provisions of the formulary. 


The second clause to which Senator McKenna had referred 
as substantive had reference to approved pharmaceutical 
chemists or to approved medical practitioners acting as 
chemists in remote areas. This was Clause 9 in the Bill, 
which amended Section 13 of the principal Act to provide 
that, should approval of a pharmaceutical chemist or medical 
practitioner or hospital authority be revoked, an appeal 
might be made to the Supreme Court of a State or Territory. 
The amendment provided also that in the matter in question 
the Supreme Courts of the States should be invested with 
Federal jurisdiction. This provision widened the avenue of 
appeal, which under the Act of 1947 was limited to appeal 
to the Minister, 

Recently the Director-General of Health had again invited 
the Federal Council of the British Medical Association to 
submit names of members for appointment to the Formulary 
Committee. So far no reply had been received from the 
Federal Council. When the committee was established, 
revision of the formulary would be undertaken. Senator 
McKenna commended the measure to the Senate as one 
which ensured the will of the people and provided an even 
distribution throughout the country of a very real benefit 
which in effect subsidized the family budget. 


SENATOR W. J. Cooper said that the amending Bill before 
the Senate sought to grant additional powers to the Govern- 
ment, to enable it to force its free medicine scheme upon the 
medical profession. He referred to statements in a letter 
sent by the Minister to Sir Henry Newland on December 24, 
1948, and described them as “most unfair’. Because doctors 
had dared to disagree with the Government about the method 
of implementation of its free medicine scheme, they had 
been accused of looking after their own selfish interests. 
The Bill, in his opinion, had been very cleverly drafted in 
order to extricate the Government from an extremely 
awkward situation in which it had landed itself. The 
Minister admitted that he had been unable to receive the 
cooperation of the medical profession, but Senator Cooper 
referred to the cooperative spirit of the British Medical 
Association which had been shown in discussions with the 
Parliamentary Joint Committee on Social Security. Senator 
Cooper then referred to several paragraphs from the eighth 
interim report of this committee, and said that he did so in 
order to prove that members of the British Medical Associa- 
tion were not so difficult and non-cooperative as the 
Minister had suggested. Senator Cooper referred to the 
three points on which the Federal Council of the British 
Medical Association had not been able to see eye to eye 
with the Government. These were (a) limitation of pre- 
scribing to a formulary, (b) the use of prescription forms 
and (c) the penalty clauses applicable to doctors. A dead- 
lock had been reached on these matters, and the Govern- 
ment, having failed in conciliation, proposed to resort to 
compulsion. The present proposal was the only legislation 
of a social nature which incorporated compulsion of the 
recipient. Both the doctor and his patient were compelled 
to accept the benefit under the measure. They were given 
no option. The only exception would be when a doctor 
prescribed a medicine, none of the ingredients of which 
were contained in the Commonwealth Pharmaceutical 
Formulary. Senator Cooper quoted a decision of the Inter- 
national Labour Organization of March, 1944, which he 
claimed showed that the provisions of the measure under 
discussion cut directly across a decision of that organization. 
A patient would not be given any option to say whether 
or not he wished to receive medicine free of charge. The 
proposals were at variance with the Labour Party’s avowed 
policy of conciliation and arbitration. It was clear that the 
Government was not prepared to show towards members 
of the British Medical Association the leniency which it 
had always displayed towards members of big industrial 
unions. Senator Cooper believed that there was need for 
impartial adjudication by some competent authority of the 
dispute between the Government and the British Medical 
Association. He therefore moved as an amendment that 
the Bill should be withdrawn and referred for report to an 
independent tribunal mutually acceptable to the parties 
concerned. 

SeENaToR F. Katz referred to the medical benefits scheme 
operating in Great Britain, and said that it was possible 
for such a scheme to be introduced into that country because 
Great Britain was not hampered by a written constitution. 
He held that the Bill would become law, and he was sure 
that Senator Cooper would agree that the law should be 
upheld. If it were not for Acts of Parliament in Great 
Britain and in Australia, a doctor’s job would not be worth 
fifty “bob” a week, because the profession would be 
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inundated by “quacks” of all descriptions. Throughout the 
Commonwealth there were many overseas specialists who 
were not permitted to practise because they had not qualified 
at Australian universities. Senator Katz did not disagree 
with the policy of members of the British Medical Association 
in this connexion. That was their prerogative, but the 
prohibition affected highly qualified medical men who had 
practised with distinction in other countries. Senator Katz 
reminded the Senate that penicillin and other life-saving 
drugs were being manufactured by the Commonwealth in 
its laboratories. The Commonwealth supplied all the money 
required for the manufacture of the drugs. Notwithstanding 
that, the British Medical Association assumed to itself the 
right to say to the sick, the poor and the afflicted: “We will 
not prescribe tne medicines that are necessary for the 
restoration of your health.” Senator Katz said that the 
Government was merely asking doctors to prescribe drugs 
manufactured by the Commonwealth in its laboratories for 
the maintenance of health and the cure of sickness. Members 
of the British Medical Association had adopted the attitude 
that they would not lower their dignity by filling in forms. 
This was utter humbug. Doctors filled in forms every day. 
Their attempt to persuade the people that they would not 
join the scheme because it required them to complete 
certain forms was so much sham and hypocrisy, and a 
deliberate attempt to mislead the electors. The Government 
had had no alternative but to insert a provision in the 
present measure to prevent doctors from escaping from their 
responsibilities. 

SENATOR S. W. O’FLAHERTY referred to Senator Cooper’s 
amendment, and observed that he had not been authorized 
by the British Medical Association to say that members of 
that body would abide by any decision made by the tribunal. 
Without this assurance submission of the matter to a 
referee was useless. It was unfortunate that the controllers 
of the Federal Council of the British Medical Association 
were drug-house addicts. In their prescriptions they pre- 
scribed medicines propounded (sic) by the drug houses. 
The greatest fight that was taking place was with the drug 
houses of Australia that were associated with the Federal 
Council of the British Medical Association. The Government 
had appointed experts to draw up the formulary. Repre- 
sentatives of the drug houses had considered particularly 
some of the items in the formulary, and then because the 
doctors were not allowed to prescribe some proprietary com- 
pounds, there was a tremendous hullabaloo. That was the 
position in relation to pharmaceutical benefits. The doctors 
would be compelled to obey the law of the land. Doctors 
should remember that they had not behind them the financial 
resources of the banks and other institutions. Senator 
O'Flaherty warned the doctors that, should they meet with 
early success by beating the Government on one point, the 
Government would still pursue its objective, and so the 
fight and expense would go on. Senator O’Flaherty went 
on to discuss the penalties to be imposed on doctors under 
the measure. The fine, he said, was a sum of fifty pounds. 
He himself would fine any doctor who broke the law at 
least £150 and in addition would sentence him to imprison- 
ment for three years. Once the rank and file members of 
the British Medical Association discovered that their leaders 
had been lying to them, they would cooperate with the 
Government. 

SeEnaToR W. J. Larce was interested in the early history of 
medicine, and in the hostile attitude shown by members of 
the medical profession to Harvey on his discovery of the 
circulation of the blood. Recent “heresy hunts” conducted 
by the British Medical Association included those associated 
with the activities of Sister Kenny and John Braund. While 
those people might not have been able to achieve all that 
they claimed, they did achieve something. They should be 
encouraged to practise their arts. Senator Large then 
referred to the work done by the friendly societies, and said 
that the need for their splendid heroic sacrifice and volun- 
tary effort would no longer exist, once the Government's 
social security plans had been completed. Senator Large 
also had something to say about Dr. John Hunter, the 
General Secretary of the Federal Council of the British 
Medical Association in Australia. Dr. Hunter, who was 
the modern counterpart of the arch-priest of witch doctors 
in the olden days, had instructed his followers that the 
letters sent by the Government announcing the inauguration 
of the pharmaceutical benefits scheme should be returned 
unopened. Dr. Hunter had only to utter an edict or wave 
a wand and the members of the British Medical Association 
jumped to attention. It was against Dr. Hunter, and not 


against the British Medical Association as a group of 
individuals, that Senator Large directed his remarks. His 
criticisms of members of the British Medical Association 
were not intended to apply to all members of the medical 
profession in Australia. For example, Senator Large’s own 
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family doctor was a man whom he admired, although fre- 
quently he had to argue with him because their political 
views did not coincide. At present there was no doubt 
that the members of the British Medical Association were 
dominated by their high priest or witch doctor, who seemed 
to run the show. That individual also apeared to be Fascist- 
minded. When more than 3000 doctors had returned 
unopened communications addressed to them by the Minister, 
they were virtually sheep who were following a bell-wether. 
In this instance the bell-wether was named Hunter. Senator 
Large thought that the attitude of the doctors was ridiculous. 
He asked his brother senators who amongst them who were 
parents and had heard children crying because of toothache 
did not feel inclined to take a revolver and shoot half a 
dozen doctors. He assured the Senate that he had had that 
desire. He mentioned this as an indication of the ignorance 
of the profession which had not been able to discover how 
to relieve children’s toothache. Senator Large realized that 
the British Medical Association would invoke all the legal 
aid it required, but he likened its efforts to an attempt to 
stem a torrent with a straw. 


Senator J. H. O’ByrRNeE said that the opposition to the 
measure by the British Medical Association amounted to 
organized sabotage of legislation passed by the Chamber. 
The fact of the matter was that the British Medical] 
Association had decided that it would not cooperate with a 
Labour Government. Nothing was more certain than that. 


SENATOR C. W. SANDFoRD said that the vast majority of 
doctors throughout Australia would be quite prepared to 
cooperate with the Government in implementing the scheme, 
were it not for the dictatoria) attitude adopted by the 
Federal Council of their Association. He referred to a 
statement published in a newspaper, in which Dr. John 
Hunter was credited with having spoken of doubts as to the 
wisdom of the scheme raised by the rank and file of Caucus, 
whose constituents generally had supported the doctors. 
This was a barefaced attempt to convince the people of 
dissension among members of the Caucus. Senator Sandford 
declared that there was not the slightest opposition to the 
scheme from any member of the Caucus. The Government 
would not allow itself to be dictated to by any organization, 
such as the Council of the British Medica] Association. If 
that body was to oppose the Government, then it ought to be 
dealt with in the same way that the Government would deal 
with any other organization or group of individuals who 
defied the law of the land. 

SENATOR J. O. CRITCHLEY said that Senator O'Flaherty had 
struck a new note when he mentioned the association 
between drug houses, leading specialists and doctors He 
had stated the position tersely and accurately. Senator 
Critchley then went on to refer at some length to the 
report of a Royal Commission on secret drugs, cures and 
foods, which was ordered to be printed by the House of 
Representatives on August 8, 1907 Senator Critchley set 
out the terms of reference of the commission, but referred 
in particular to statements contained in the report regarding 
“interferences with the sexual function’, and to quackery, 
which had destroyed more in Great Britain than sword, 
famine and pestilence combined. He also mentioned the 
“unnatural interference with racial production” He held 
that if members of the medical profession would cooperate 
enthusiastically with the Government, a great deal could be 
accomplished to inculcate in the minds of the people a sense 
of economic security, a higher mora] standard, and above 
all a return to practical Christianity. Another part of the 
report mentioned by Senator Critchley dealt with patent 
medicines and proprietary lines. He read portions of the 
report setting out the constituents of certain proprietary 
remedies, and said that then as now the Press found it 
highly protitable to accept advertisements for patent 
medicines and quack nostrums Because poor people could 
not afford to consult doctors and pay the high prices 
charged to dispense prescriptions, they were the natural 
prey of the manufacturers of those preparations Only by 
obtaining the effective cooperation of the medical profession 
could the Government discharge properly its obligation to 
the community to prohibit the practices mentioned in the 
report to which he had referred. 

Senator R. H. Nasu said that the medical association in 
Great Britain was doing its best to see that the system 
inaugurated in that country had a chance of succeeding. 
In Australia, whatever the Government atempted to do to 
provide pharmaceutical benefits for the people was opposed 
by the Federal Council of the British Medical Association. 
Recently Dr. J. G. Hunter was reported to have made the 
following statement: 

If this amending bill becomes law, it will be impossible 
for the individual doctor if he wishes to remain free of 
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government control, to prescribe any life-saving drug 

for his patients, unless in doing so he is prepared to 

break the law. 
Senator Nash said that that statement had been made 
deliberately with the object of creating a fear complex 
among the people. In regard to the desire of doctors to 
write prescriptions on their own forms instead of on 
official forms, Senator Nash said that the use of government 
forms would help to prevent forgeries—forgeries on the 
prescription forms of individual doctors would be hard to 
deteet. Senator Nash referred to the claim that there had 
been no public outcry for the provision of free medicine. 
He said that this was not correct, and that the Labour 
movement in Western Australia had had to be restrained 
from making public protests. This had been done by the 
Minister for Health, who did not want to embarrass the 
members of the medical profession. The absence of a 
strong public demand was simply due to the fact that the 
Minister had asked that action should be withheld for the 
time being. Senator Nash concluded by remarking that the 
Government was taking the only course open to it in the 
circumstance which had arisen. The Government must 
either govern or get out. 

SENATOR ANNABELLE J. M. RANKIN said that she wished to 
record her protest against the action of the Government in 
forcing freedom-loving Australians, who had the misfortune 
to be ill, to accept hand-outs of medicine whether they liked 
it or not. She asked whether the Government had considered 
the corrosive effect that such a system would have upon 
the self-respect of many people. If the Bill had provided 
that the doctors had to use the official form when asked to 
do so by their patients, it would have been possible to learn 
the number of forms that were requested and their per- 
centage of the total number of forms used. However, 
instead of including such a provision, the Government had 
said that the official form had to be issued whether the 
patient wanted it or not. This was compulsion. In 
extending benefits to the aged, the invalid and the widowed, 
the Government imposed a means test, and carefully 
excluded from benefits those who because of thrift and 
ability had been able to make some provision for their 
needs in old age or adversity. It was not necessary to 
provide free medicine for the 80% of freedom-loving Aus- 
tralians who had good jobs and drew wages regularly. The 
Bill before the Senate would compel these people to accept 
it. If the Bill became law, the people would become further 
dependent upon, and not masters of, the Government. This 
was quite wrong. 

SENATOR J. A. Cooke said that he was convinced that in 
its negotiations with the Minister, the Federal Council of 
the British Medical Association had had as its last con- 
sideration the welfare of the people of the country, who, in 
Senator Cooke’s opinion, were entitled to and certainly 
wanted the benefits of free medicine and other social services. 
He said that no one would be compelled to accept free 
medicine. Those who did not desire to avail themselves of 
the pharmaceutical services could simply pay the charge 
involved to the pharmacist, who would endorse the dispensed 
prescription “paid by patient”, and there would be no more 
about it. What the Opposition really objected to was the 
provision in the Bill to compel doctors—and they might as 
well be frank and use the word “compel’’—to use prescribed 
forms for any prescription covered by the formulary. 


SENATOR J. M. SHEEHAN Said that he dismissed the proposed 
amendment, because in presenting it to the Senate the 
Leader of the Opposition had in no way indicated that he 
had the support of the British Medical Association. If in 
the early stages of the negotiations between the Government 
and the British Medical Association, when it became apparent 
that the Government was determined to introduce a national 
health scheme, the British Medical Association had said to 
the Government that while it believed that health was a 
national consideration, the Government was going the wrong 
way about it, and that instead of commencing at one 
particular point the Government should start at another, 
such an attitude would have commended (sic) serious con- 
sideration. It would then have been apparent that the 
British Medical Association had the health of the people 
at heart. It was clear, however, that whatever the Govern- 
ment did, the British Medical Association would never agree. 
Senator Sheehan quoted the following statement, which was 
reported as having been made by Dr. Hunter: 


From time to time during the past twelve months 
the British Medical Association has warned the people, 
through the Press, of the unfavourable consequences of 
the Commonwealth Government’s health policy. The 
people had heeded those warnings and accordingly had 
shown little desire for the Government’s schemes. 
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Senator Sheehan quoted a statement made by the Minister 
on February 25, 1949, outlining the Government’s health 
proposals, and said that this was the scheme with which Dr. 
Hunter said the Federal Council of the British Medica] 
Association warned the people not to have anything to do. 
He then referred to an article appearing in The Age, 
reviewing a book by Professor Ryle, of the Department of 
Social Medicine at Oxford University. The book by Professor 
tyle was entitled “Changing Discipline’, and dealt with the 
problems of social medicine. Senator Sheehan said that 
every word of the article might be applied to the scheme, 
under which the Government proposed to set up schools for 
the training of doctors ‘and nurses, and to investigate the 
causes and effects ot disease. Legislation for the implementa- 
tion of that scheme had already been placed on the Statute 
Book. In spite of this Dr. Hunter had had the temerity to 
say, twelve months previously, that the British Medical 
Association warned the people through the Press of the 
unfavourable consequences of the legislation. It had been 
said that the British Medical Association was opposing the 
scheme because it had been introduced by a Labour Govern- 
ment. Senator Sheehan did not accept that view. He 
believed that if an anti-Labour Government was to introduce 
a national health scheme, the British Medical Association 
would oppose it. 


SENATOR N. E. MCKENNA, Minister for Health and Minister 
tor Social Services, referred to the amendment moved by 
Senator Cooper. He said that if Senator Cooper really 
intended that the tribunal suggested by him should be 
independent, its members could not include either medical 
men or government representatives. It was obvious that a 
tribunal selected in such a manner, lacking men skilled in 
medical matters and possessing specialist qualifications, 
would be a most improper body to adjudicate on the matter. 
If Senator Cooper believed that the British Medical Associa- 
tion was likely to accept Senator Cooper‘s suggestion, he 
(Senator McKenna) agreed with Senator Sheehan that 
Senator Cooper was an extraordinary optimist. He also 
agreed that if Senator Cooper had been in a position to state 
that he was speaking on behalf of the British Medical 
Association, some consideration would have had to be given 
to his proposal. But they had no such assurance from 
Senator Cooper. Senator McKenna also pointed out that 
all that the tribunal was to do was to make a report. No 
indication was given as to what should be done with the 
report. In short, the entire proceedings of the proposed 
body would be a complete futility. Senator McKenna held 
that Senator Cooper was not serious in moving the amend- 
ment. Senator Cooper had said that, following the sub- 
mission of the report of the Medical Planning Committee, 
the medical profession had agreed that a national health 
service should be established. He had intimated that, 
because of the cooperative spirit displayed by members of 
the medical profession in 1945, there had to be some reason 
to account for the change of attitude of the British Medical 
Association. Senator McKenna went on to say that a Bill 
had been passed by Parliament late in 1948 to establish 
a national health service. The reaction of the Federal 
Council of the British Medical Association to the passage 
of that legislation was contained in a letter dated December 
13, 1948, addressed to him as Minister for Health. In that 
letter the Federal Council had objected to the proposed 
national health service on three grounds. It objected to 
the proposed form of control under the Department of 
Health, urging that a commission should be appointed on 
which medical practitioners should predominate. Secondly, 
it objected to the regulation-making powers which were 
inherent in every measure passed by Parliament. Thirdly, 
it objected to the establishment of experimental health 
centres, which would be set up, one in each State, in order 
that the results obtained by them should be viewed 
objectively. In its letter the Federal Council had requested 
him to consider amending the Act in order to remove the 
objectionable features, “thus ensuring one essential con- 
dition for harmonious cooperation of the medical pro- 
fession .. .”. Senator McKenna had replied to this letter, 
and had stated in it that the Federal Council had not 
indicated what other essential conditions the Association 
had in mind. 

In regard to the proposal to establish health centres, 
Senator McKenna said that the plan submitted to the 
Government in 1947 by the Federal Council of the British 
Medical Association for the establishment of a national health 
service provided for the institution of health centres at 
the instigation of medical practitioners themselves. The 
British Medical Association had therefore retreated com- 
pletely from the general principles which it had previously 
proposed, and completely rejected the recommendation made 
by the Medical Planning Committee. Senator McKenna 
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referred to events taking place in the United States of 
America, and said that the pattern of organized medical 
opposition to the intervention of governments in the field 
of health ran the same throughout the world. Senator 
McKenna said that in February, 1948, the Federal Council 
of the British Medical Association had submitted to him 
proposals for national health services. The Council asked 
that the form of existing practice should be left as it was, 
and had represented to him that there should be a fee for 
service and consequently that there should be a schedule 
of fees. The Council had realized that unless there was a 
schedule of fees, any contribution by the Government would 
merely be a benefit for the doctors and not for the patients. 
Their third point was that abuse by the doctor could be 
stopped by making the patient pay part of the fee, and 
they had referred with approval to one of the systems 
operating in New Zealand, whereby the doctor charged a 
patient a certain portion of the fee and collected the 
balance from the Government. These were the proposals 
which the Government had incorporated in the recent 
legislation, and they were the proposals which were now 
rejected by the Federal Council of the British Medical 
Association. The British Medical Association’s present claim 
that the patient should in the first instance pay the whole 
fee directly to the doctor and then collect his moiety from 
the Government showed that there had been a complete 
change of face on the part of its Federal Council. 
Immediately its own proposal had been almost completely 
adopted by the Government and the existing form of medical 
practice left as it was, the scheme had been rejected by the 
Federal Council of the British Medical Association. 

Senator McKenna referred to national health activities 
upon which the Government had embarked. In July, 1947, 
the Federal Council of the British Medical Association had 
presented to him, as the representative of the Government, 
a list of the things which it considered ought to be done 
in the interests of national health. He had reviewed all 
these matters in the Senate in December, 1948. (See THE 
MEDICAL JOURNAL OF AUSTRALIA, February 5, 1949, page 162.) 
He did not intend to traverse the whole field, but he 
observed that there was not a single item in the list of 
things which the Federal Council of the British Medical 
Association considered should be done for the national 
health which either had not been done by the Government 
or was not in the process of being done. Senator McKenna 
then traversed again the discussions that had taken place 
between himself and the Federal Council of the British 
Medical Association in regard to pharmaceutical benefits. 
He pointed out that the end result had been complete and 
summary rejection of every offer of cooperation which the 
Government had made. He held therefore that acceptance 
of Senator Cooper’s amendment would be a complete futility. 
He quoted in conclusion a statement by the British Medical 
Association in a letter dated August 20, 1948, that there was 
no dispute on the general principle that the people of 
Australia should receive free medicine. He invited the 
Senate to reject the amendment. The Senate divided. The 
amendment was lost by a majority of 24. 


Senator McKenna then spoke in reply. He referred to 
the suggestion that there was no substantial demand by 
the public for pharmaceutical benefits. He held that there 
could not be a demand from individual patients of individual 
doctors. Even if pressure could be brought to bear from 
individual patients, this would not be desirable. The Aus- 
tralian Government did not wish the people to become 
medicine-minded. In seeking to provide a social benefit, 
the Government did not wish to create a social evil. He 
then referred to the suggestion that patients who did not 
wish to do so would be compelled to accept a pharmaceutical 
benefit. He pointed out that the three first words in the 
proposed new section were “except as prescribed’’. This 
left an avenue for the prescribing by regulations of a pro- 
vision whereby a person of the kind mentioned by Opposition 
senators could be exempted from the operations of the 
Pharmaceutical Benefits Act. There was also a provision 
in Section 7 of the 1947 legislation which gave an approved 
pharmaceutical chemist or an approved medical practitioner 
or an approved hospital a right to make certain special 
charges in respect of the supply of pharmaceutical benefits. 
Under both those provisions there was power to exempt 
persons of the kind mentioned by the Opposition senators. 
It had been suggested that the scheme meant in effect 
the conscription of doctors. He did not intend to embark 
on a dissertation on what constituted conscription; but he 
pointed out that the measure proposed only to do to doctors 
what was already being done to practically every other 
section of the community. If there was any validity in the 
argument that a requirement that the doctor should prescribe 
from a government formulary on a government form was 


conscription, then the 2,000,000 income tax payers in the 
country who submitted forms declaring their incomes, all 
employers who submitted forms relating to payroll tax 
and all business people who submitted sales tax returns 
were also conscripts and had ceased to be free individuals. 
The doctors were only being asked to make some contribution 
in the general social interests of the country to a scheme 
that was designed to help their patients financially. The 
Federal Council of the British Medical Association in 
Australia, by asking medical men to return the forms sent 
to them by the Government without looking at them, had 
presented the doctor with a problem of divided loyalty. 
The action being taken by the Government under the 
pharmaceutical benefits legislation was clear and simple. 
The Bill simply said that if the doctor prescribed something 
within the formulary, he had to write it on a government 
form and make the medicine free to his patient That 
approach would do two important things In the first place 
doctors would be obliged at least to know the contents of 
the formulary, and secondly, there would be an easing of 
the embarrassment of many hundreds, if not thousands, 
of doctors who would be willing to give the benefit of the 
scheme to their patients but for the attitude of their 
controlling authority. Senator McKenna then referred to 
a statement which according to the Press had been made 
by Dr. J. G. Hunter. It was to the effect that the doctor 
would have to do one of three things He would have to 
pass under government direction, he would have to break 
the law or he would have to jeopardize the life of his patient. 
The measure of direction that a doctor would receive under 
the pharmaceutical benefits scheme was no greater than 
that to which every member of the community was sub- 
jected. Senator McKenna did not think that the second 
contention about breaking the law was put forward 
seriously, because the medical profession was a law-abiding 
body. The third statement about the jeopardizing of the 
patient’s life was not understood by Senator McKenna. If 
Dr. Hunter had meant that a patient might die because a 
doctor would rather not prescribe a life-saving drug that 
was contained in the formulary on an official form, then all 
that Senator McKenna could say was that Dr. Hunter was 
being merely rhetorical and fantastic. Senator McKenna 
said that the doctors of Australia could thank their own 
controlling bodies and no one else for the fact that some 
obligation would be passed upon them by the measure. 
In conclusion Senator McKenna deprecated the use of the 
term “free medicine’. Power was given under the Act to 
provide pharmaceutical benefits. 

The question was resolved in the affirmative 
was read a second time. 

Clauses 1 to 4 were agreed to 

A new clause, 4A, was inserted, having as its object to 
ensure that certain classes of people who were excluded from 
hospital benefits should also be excluded from the benefits 
of the measure. This had to do with cases of illness or 
injury in which the obligation to pay rested upon someone 
other than the patient. 

The remaining clauses were agreed to 

The title was agreed to. The Bill was reported 
amendment and the report was adopted. 

The Bill was read a third time. 


and the Bill 


with an 


THE Howse OF REPRESENTATIVES. 


On March 16, 1949, the Bill was received from the Senate 
in the House of Representatives, and was read a first time 
on the motion of the HONOURABLE J. J. DEDMAN, Minister for 
Defence, Minister for Post-War Reconstruction and 
Minister in Charge of the Council for Scientific and Industrial 
Research. 

Mr. Dedman then moved that the Bill be read a second 
time. In his speech he used words practically identical with 
those used by Senator McKenna in his Second Reading 
speech in the Senate. 

Tue Richt HonovuraBte R. G. Menzies said that the Bill 
was a comparatively short Bill, but that it dealt with a very 
important matter. It dealt with a very small aspect of that 
matter, but inevitably consideration of the Bill would give 
rise to consideration of matters which were outside the Bill 
but related to it. The most important provision was that 
which stipulated that no doctor should prescribe anything 
which was in the Government formulary unless his prescrip- 
tion was written out and signed on a Government 
prescription form. The House had been told that there 
had been a great deal of discussion about the matter. 
Mr. Dedman had said that Senator McKenna had shown 
infinite patience, while the British Medical Association had 
shown nothing but obstruction. One had learnt rather to 
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distrust that kind of sweeping generalization, and therefore 
one looked at the provision to ascertain its points. After all, 
the main thing to do was to understand exactly what the 
Bill was aiming to bring about. It was aiming to bring 
about compulsion. The real test was the nature of the act, 
the performance of which was to be compelled. The House 
therefore had to look to see what it was that the doctor 
was to be compelled to do. When this was done, a few facts 
were found which were worth recording. The Government 
had prepared a formulary. If doctors were able to prescribe 
any drugs in the world, a formulary would not be needed. 
The object of the formulary was to confine the identity 
of the drugs and the proportions of the drugs and other 
ingredients that might be prescribed by a doctor who had 
examined his patient. According to the proposed legislation, 
the Government told the doctor that if after having 
examined his patient and having exercised skill, experience 
and judgement, he prescribed something that was entirely 
within the formulary, he had to write out the prescription 
on a Government form and send it to the chemist. If, 
however, in the exercise of his judgement the doctor 
prescribed drugs in a proportion that was not within the 
formulary, or prescribed some ingredient that was not 
within the formulary—all of which might happen very 
frequently—he must not use the Government form, and 
the patient would not get his medicine free. Mr. Menzies 
said that it was an intolerable position to put any medical 
man in, to say to him: “If you exercise your judgement 
fully and without reservation, you may involve your patient 
in paying for his own medicine; but if you care to abandon 
your own judgement to an extent that will enable you to 
prescribe within the formulary, your patient’s financial 
position will be protected, for he will get his medicine for 
nothing.” So the constant choice presented to men dealing 
with this most delicate of all matters was whether they 
would prefer on one side the immediate financial interests 
of their patients, or on the other side the obligation to 
exercise their judgement without regard for any other 
circumstances than the health of their patients. Medical 
practitioners held that to put them into a compulsory 
system, in which they had to be constantly confronted with 
the choice mentioned, was not only unjust to them (the 
doctors), but also infamously unjust to the people who 
consulted doctors to receive attention and frequently the 
prescription of medicine. But the measure went much 
further. The truth of the matter was that the legislation 
under consideration and the provisions of the medical health 
legislation which had been put to the House in the previous 
year were both a part of the total national health programme 
of the Government. The present legislation was one step, 
and the House could not judge it unless members decided in 
which direction the step was taken. In his Second Reading 
speech the Minister had stated that there were about 6000 
doctors in the British Medical Association in Australia, and 
that 117 of them had been using the formulary. In the 
Senate it had been suggested that the opposition to the 
legislation was political. The two statements could not be 
reconciled. Mr. Menzies asked whether he was to under- 
stand that only 117 out of 6000 medical practitioners in 
Australia normally supported a Labour Government. He 
said that of course he was not. Medical men were as 
divided in their normal political allegiance as were any other 
groups of people in the community. The fact that 95% or 
96% of the people who practised medicine in Australia had 
rejected the proposal meant that the proposal should be 
looked at, because the people who had rejected it were more 
closely associated with public health and more closely 
associated with doing something for the well-being of the 
people in a physical sense than were any other people in 
the community. When he looked behind it all, Mr. Menzies 
had two comments to make. The first was that the proposal 
was a part of the total scheme to abolish the private practice 
of medicine and to create a salaried medical service, which 
would mean, of course, once it had been established, the 
complete abolition of the present choice and the present 
doctor-patient relationship. In support of his statements 
Mr. Menzies quoted from the report of the conference 
between the Minister for Health and the Federal Council 
of July 21, 1947. Mr. Menzies then referred to the statement 
by the Minister that the people themselves had approved of 
the benefits with which the proposed legislation dealt. By 
this approval the Minister had stated that he referred to 
the recent referendum. It was necessary to examine the 
argument that the people had authorized a scheme which 
by the solemn admission of the Government was designed 
ultimately, not by meteoric progress, to eliminate the private 
practice of medicine. When the proposals for the referendum 
were under consideration, members of the Opposition had 
pointed out that the Government was mixing matters that 
were beyond question with matters that were quite specu- 





lative. Mr. Menzies quoted the words used in the referendum 
as follows: 


The provision of maternity allowances, widows’ 
pensions, child endowment, unemployment, pharma- 
ceutical, sickness and hospital benefits, medical and 


dental services (but not so as to authorize any form 

of civil conscription), benefits to students and family 

allowances. 
The Opposition had supported the Bill dealing with the 
referendum, not because it was in favour of everything in 
it, but because it was not prepared to oppose the grant to 
the Commonwealth of power to deal with social services, 
and in particular with certain social services that were 
deeply established and generally accepted in Australia. 
Members of the Opposition did not support the Bill because 
they were in favour of a free-bottle-of-medicine-bill. For 
the Government to claim that the referendum vote authorized 
it to establish this pharmaceutical benefits scheme, or to 
introduce a compulsory system in relation to doctors, was 
the greatest piece of impudence of which he had ever heard. 
If the proposal for an amendment of the constitution in 
relation to social services had been divided into two parts, 
one dealing with child endowment, widows’ pensions and so 
on, and the other requesting that the Commonwealth be 
given power to abolish the private practice of medicine and 
to establish a compulsory system that would exercise an 
influence on the medical judgement of a medical practitioner, 
and if the Opposition had said that it was opposed to the 
second proposal, surely the Government did not think for 
one moment that the people would have given it the power 
for which it asked. Everyone who understood the matter 
realized that when Parliament asked for a constitutional 
power it did not ask for a legislative programme. Mr. 
Menzies asserted to the House and to the people that the 
Government would never submit to the people the proposal 
as he had disclosed it, because the Government knew 
perfectly well that it would be rejected out of hand. What 
appeared at first to be an unimportant Bill dealing with 
a rather tiddly-winking matter turned out to be a material 
step in a journey, the ultimate objective of which was now 
completely exposed on the categorical admission of the 
Government. 

THE RIGHT HONOURABLE J. B. CHIFLEY said that Mr. Menzies 
had used a lot of words to disguise the true position. It was 
realized by all democratic countries that one of the first 
duties of governments was to protect the health of the 
people. Conflicts between governments and the British 
Medical Association were not new. Since the first announce- 
ment by the Government of its intention to bring in a 
pharmaceutical benefits scheme, the British Medical Associa- 
tion had adopted an unreasonable attitude. Mr. Chifley 
referred to the rising ccst of medical attention, and said 
that any person who had at heart the interests of the 
masses of the people desired that some relief should be 
afforded in respect of medical and pharmaceutical expenses. 
The Leader of the Opposition had referred to salaried service 
as though salaried services to the community could not 
mean an efficient service. He had never in his life heard such 
utter rubbish as the statement that efficient service could 
not be expected from salaried men. Many conferences had 
been held with representatives of the British Medical 
Association with the object of securing the cooperation of 
that organization. Mr. Chifley expected that one of the 
members of the Opposition would ask why the Government 
did not do something about the wharf-labourers or coal- 
miners who went on strike. Mr. Chifley anticipated this 
question by saying that the coal-miners and the wharf- 
labourers had not been on strike for four years as the 
doctors had. At this Mr. R. G. Menzies interjected: “On 
strike for four years! They have not been attending to 
their patients? The death roll must be terrific.” Mr. 
Chifley went on to say that since 1946, not only contrary to 
the law, but also in opposition to the expressed will of the 
people, the doctors had opposed the Government’s pharma- 
ceutical benefits scheme. The doctor who declined to 
cooperate was almost inhuman. Mr. Chifley said that in 
countries which had tried it, the system of giving doctors 
the right to issue prescriptions without using a government 
form had proved to be a racket, and he said that experts in 
the United Kingdom and in New Zealand who had had 
experience of that system had strongly advised the Aus- 
tralian Government to have nothing to do with it. 

Mr. Chifley then discussed the attitude adopted by the 
Federal Council of the British Medical Association. He 
referred to the “endless discussions’ which had taken place 
between the Government and that body, and said that the 
stage had even been reached when the Council objected to 
the establishment of health centres, although years 
previously it had supported the idea. He said that when 
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the Government sent to each doctor throughout the Common- 
wealth a copy of the formulary together with various details 
about it, the Federal Council had dispatched to each of its 
members a direction instructing them not to read that 
information, but to return it to the Department of Health 
without opening the envelope. The opposition to the 
Government’s health scheme was merely a smoke screen to 
hide conservatism and downright pigheadedness. The 
prescribed form was, Mr. Chifley declared, a very simple 
document. There was no particular provision in the Bill 
that would affect the judgement of a doctor in prescribing 
a medicine, as the Leader of the Opposition had alleged. 
The doctor might form his own opinion about a patient’s 
ailment and about what should be prescribed for it from 
the formulary. Having formed his own opinion, he was 
subject to no coercion of any kind. All that Mr. Chifley 
could say about the officers who controlled the Federal 
Council of the British Medical Association was that they 
had museum minds which refused to move with the times. 
If their attitude continued to be as it was, they would be 
replaced by people who were prepared to give a proper 
service to the community. 


THE RIGHT HONOURABLE SiR EARLE Pace said that it would 
take much more than the crocodile tears of the Prime 
Minister, who had been weeping for humanity, to alter the 
basic fact of the dispute, which arose because doctors 
wished to be left to prescribe every and any drug that could 
save life and prevent misery, while the Government was so 
mean and contemptible that it wished to limit the amount 
of help that could be given. The doctors were not concerned 
with the implementation of the scheme of free medicine. 
It was a matter entirely between the chemist, the patient 
and the Government. The chemist was the only agent to 
be paid by the Government in the transaction. In order 
to test the sincerity of the Government, Sir Earle Page 
made the following suggestion—let the chemist put a stamp 
on each prescription, whether it fell within the formulary 
or not, and send the stamped prescription to the Government 
for payment or otherwise. If the Government adopted this 
method, its scheme could be implemented at once, without 
the need for the legislation of the Bill. There were two 
bodies in Australia that knew most about health and health 
services; these were the doctors and the friendly societies. 
The Government had formulated its scheme without seeking 
advice from either body, and that gave rise to the obstacles 
in the implementation of the scheme. Sir Earle Page said 
that he had listened carefully to what the Prime Minister 
had said, and that he (the Prime Minister) had not by one 
word denied the statement of the Minister for Health that 
the ultimate purpose of the Government was to nationalize 
the medical profession and to conscript the doctors. 
Evidently the Prime Minister wanted the doctors to put a 
knife into his hand so that he might cut their throats. 
Even the hard-hearted surgeon usually had a nurse to hand 
him the knife; he did not require the patient to perform 
that service. The Bill ought really to be entitled: “A Bill 
to Prevent People Having Life-Saving Drugs Prescribed for 
Them by Their Doctors.’ For some extraordinary reason 
the Government was saying to the public that if the people 
would not have free government medicine, on the Govern- 
ment’s terms, they could not have any medicine at all, free 
or otherwise. It was the Chifley Labour Government, and 
not the doctor or patient, who would in the last analysis 
determine whether the patient would receive his medicine. 
The bungling of the Government was shown by the fact 
that there had been six amendments of the Pharmaceutical 
Benefits Act. Even when the Government had full con- 
stitutional power, it admitted that it was not necessary or 
possible for the scheme to be complete or free. The result 
was that the scheme was incomplete and only half free. 
The Government was concealing the truth of its bungling 
from the Parliament and the people, and was attempting to 
blame doctors for non-cooperation. Sir Earle Page then 
discussed the health policy of the Federal Council of the 
British Medical Association, and laid stress on the attitude 
of the profession that what was needed was not so much 
free bottles of medicine as the raising of the health stan- 
dards of the nation. The profession desired, first a form 
of administration free from political control, secondly the 
present form of service on a _ fee-for-service basis, and 
thirdly a form of hospital administration such as in the main 
existed at the present time. The members of the profession 
contended that they should be able to carry on their work 
in such a way to ensure the maintenance of the present 
doctor-patient relationship. 


Tus HONOURABLE H. C. BarNarpD said that the Parliamentary 
Joint Committee on Social Security, of which he was a 
member, had taken evidence from the peers of the medical 
profession. They desired to preserve the status quo and 
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refused to recognize the fact that medical science had pro- 
gressed so much that specialization was necessary to a 
much greater degree than it had previously been. Medical 
treatment had become more expensive than it had been. 
In 19388 the Government of which Sir Earle Page was a 
member had brought forward a Bill to provide insurance 
against certain contingencies; the Bill was passed by the 
House. However, the Treasurer of the day who was in 
charge of the measure had had so much trouble with the 
medical profession that he had appointed a Royal Commission 
to examine the aspect of medical services concerned. The 
point which Mr. Barnard wished to make was that the 
attitude now adopted by Sir Earle Page was in contradiction 
to the terms of the Bill that he had been a party to passing 
through Parliament in 1938. Sir Earle Page had argued 
that there should be no interference with the profession 


and that doctors should be allowed to continue to act as 
they were doing. Ever since the pharmaceutical benefits 


scheme was first discussed the representatives of the British 
Medical Association had shifted their ground whenever it 
seemed likely that an agreement would be reached. Mr. 
Barnard referred to an article published in The Age on 
March 15, 1949, in which Dr. J. G. Hunter was reported as 
having stated that if the amending Bill became law it would 
be impossible for the individual doctor, if he wished to 
remain free from government control, to prescribe any life- 
saving drug for his patients unless in doing so he was 
prepared to break the law. The article had continued: ‘The 
doctor will have to choose one of three alternatives, namely, 
pass under government direction, break the law or jeopardize 
his patient’s life.” When a spokesman of the British Medica] 
Association made statements of that kind the only alternative 
left to the Government was to bring down legislation to 
compel doctors to obey the law. Doctors had been !*.w 
breakers for four years. The Government had been forced 
to exercise compulsion. In opposing the Government's pro- 
posal, doctors were actuated by two motives. First the 
average doctor was mentally lazy; he did not want to have 
to take the trouble to look up the formulary or to commit 
some or all of it to memory. The second motive was the 
desire to retain absolute freedom to charge whatever they 
liked for their services to persons who they knew could 
afford to pay. As Minister for Repatriation, Mr. Barnard 
controlled a department that had prescribed for ex-service 
men for many years. The work was undertaken by salaried 
officers and others who received a fee for a certain period. 
The system had worked most satisfactorily. It was nonsense 
to say that doctors did not work so hard when they were 
paid a salary as they did when they were in private practice. 
Mr. Barnard believed that members of the medical profession 
became absorbed in the humanitarian service that they 
rendered to mankind, and that if they were left alone they 
would cooperate with the Government in the scheme under 
discussion because they knew that it would be a godsend 
to most patients. 


DAME ENID Lyons remarked that the Prime Minister had 
made no attempt to refute the statement by Senator McKenna 
that the ultimate object of the Government was to abolish 
private medical practice. If this was the objective of the 
Government, doctors, believing as they did that they were 
the guardians of certain fundamental rights in the com- 
munity, were not only justified, but compelled, to resist every 
effort of the Government to achieve that objective. Coercive 
legislation could be justified only as the result of a real 
public need and a real public demand for it. Of all the 
Bills that had been introduced into Parliament during the 
previous few years, the pharmaceutical] benefits legislation 
had, as far as Dame Enid Lyons could determine, had the 
least impact on the public mind. Further, to suggest that 
the public at large was afraid to ask doctors for free 
medicine was sheer nonsense. Dame Enid Lyons referred 
to the means test and its proposed abolition by all political 
parties and said that this made it necessary for social 
legislation of the kind under consideration to be undertaken 
with proper regard to its feasibility in relation to the whole 
of the social services. It was necessary to ask whether 
Australia would be able to finance every social measure 
that would be brought forward, including the present 
measure. After having referred to the present age as the 
aspirin age, and to the fact that for the first time in the 
history of the country it had received the blessing of the 
government of the day, Dame Enid Lyons said that every 
measure that had recently been introduced by the Govern- 
ment had expressed to a nicety the view put forward by 
Mr. Dedman, that the rights of the individual could be 
ignored because the Government protected the rights of the 
people. She insisted that the people were but the individuals 
who made up the community, and that if their rights, as 
expressed by the age-old practice of medicine, went by the 
board, very little would be left to them of freedom. Ia 
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conclusion, Dame Enid Lyons referred to the statement that 
doctors were on strike. She said that if the coal-miners 
on strike would continue to produce coal as the doctors 
were continuing to give medical service to the community, 
she would not object very much to coal strikes. 


Mr. F. M. Day said that during the previous four years 
they had witnessed the spectacle of one of the most honoured 
of the professions waging war on the sick, the infirm, the 
poor, the aged and the members of the middle class, as well 
as those in receipt of low incomes. He had sat as a member 
of the Parliamentary Joint Committee on Social Security in 
conference with members of the British Medical Association, 
and had found that as soon as any proposal was put forward 
which might interfere with the earnings of the leading mem- 
bers of the profession their hostility was aroused. The 
people wanted to know what justification the members of 
the British Medical Association had to go on strike and 
refuse to carry out the law of the land. “Hifalutin” talk 
about lowering the standards of the medical profession would 
not go down. All that the people knew was that they 
were being robbed of their rights by men who had done 
very well out of their medical practices. The objections to 
a salaried service were red herrings drawn across the trail 
to mislead the people about the facts of the Government’s 
health scheme. What the Government had in mind was a 
new conception in medicine. It would take away from 
doctors the right to exploit the sickness of the people. The 
Government proposed that the best medical attention that 
could be provided should be provided to all regardless of 
income. The least that could be expected from the British 
Medical Association was that it would instruct its members 
to cooperate with the Government. Although the legislation 
before the House might not achieve the full purpose for 
which it was designed, it was evidence that the Government 
was prepared to do something on a national scale for the 
people of the country who could not help themselves. 


THE HONOURABLE H. L. ANTHONY said that Mr. Daly and 
the Prime Minister has shed bitter tears for the man on 
£5, £6 or £7 a week who had to meet chemists’ bills. Mr. 
Anthony reminded them that any family man could through 
a friendly society receive a complete pharmaceutical benefit 
for himself and his dependants up to the age of sixteen 
years for threepence a week. Mr. Anthony described his 
experience when he had tried to get into touch with a doctor 
in a country town in New South Wales who was working 
round the clock seven days a week and said that this was 
the kind of man whom supporters of the Government accused 
of being on strike. The present measure represented the 
thin end of the wedge of the effort to dragoon the medical 
profession, and Mr. Anthony believed that the effect of the 
Government’s interference with that profession would be to 
the detriment of the community which the profession served. 
The British Medical Association had consistently resisted 
the Government in the interests not only of its own mem- 
bers, but also of the people whom its members were called 
upon to treat. It followed that any challenge which the 
Government issued in the matter was directed, not so much 
to 6000 doctors of the country, as to 6,000,000 Australians 
who would ultimately decide the matter. 


Mr. L. C. HAYLEN remarked that from the coresnondence 
on the subject one gathered that the doctors had said to 
themselves that their stand was a stand against nationalized 
medicine so that therefore any extraneous matters that 
might be imported into the dispute, such as free medicine 
for the people, had to be resisted. Rousseau had said that 
there was a social contract under which people did certain 
things for the benefit of the community. Mr. Haylen said 
that many freedoms and liberties were whittled away by one 
means or another for one magnificent purpose, namely, the 
greater good of the community. Therefore the cry of the 
British Medical Association that the livelihood of its mem- 
bers, and particularly their freedom, was being curtailed, 
was just so much nonsense. Mr. Haylen had been a member 
of the Parliamentary Joint Committee on Social Security 
and he had seen all the tortuous build-up of the opposition 
to free medicine and a free medical service. The desire 
of the Government to provide free medicine was being 
frustrated not because the British Medical Association 
thought that the scheme was dangerous, but because it 
feared that it was the forerunner of something else. The 
purpose of the legislation was to give the people something 
that they demanded and needed. 


Mr. J. T. Lana said that the Government had stated that 
the Bill was aimed at the British Medical Association, but 
that when the Bill became law every doctor and not the 
British Medical Association would become a potential law- 
breaker. The Bill had nothing to do with the British 
Medical Association, but it had everything to do with doctors. 





The Government would be fighting the suburban physician 
and the country doctor in every part of the Commonwealth, 
irrespective of how great their services might be, and, of 
course, they could not be discounted. Doctors would be 
required in effect to say why they were prescribing for their 
patients. They had to fight against that. In the present 
matter a principle was involved and the doctor had to fight 
for it or die. Every doctor who did not use the official form 
when writing his prescriptions would be a law-breaker. 
The people of Australia had a right to know that doctors 
objected on principle to being compelled to fill in the official 
forms. If doctors refused to break the law and used the 
official forms, they would be abandoning their principles 
and placing in jeopardy the lives of their patients. The onus 
would then be on the Government to take legal aciion 
against them. Doctors would be able to practise only if 
they agreed to write their prescriptions on the Government 
form. The McKenna-Chifley code would become a condition 
of their terms of employment. If they did not observe it 
they could starve. They would not have the right to full 
employment. They would be permitted to prescribe only 
those drugs that were not included in the Commonwealth 
pharmaceutical formulary. Thus their patients would be 
denied the benefits of all medicines contained in the 
formulary, including penicillin. The measure created a 
precedent which was very dangerous from the point of view 
of the Labour Movement. It introduced a new kind of civil 
conscription. It conferred upon the Government power to 
stipulate any term with respect to an individual’s employ- 
ment. Before a doctor would be allowed to practise his 
profession he would have to agree to write his prescription 
on a Government form. That was the start. Whither then? 
If the Government could make doctors conform to such a 
law then any other class of worker could be brought within 
the scope of a similar law. Thus the measure enabled the 
Government to get around the guarantee which it gave 
to the people that it would not introduce civil conscription. 
The next stage would probably be the establishment of a 
civil employment register in which every employee would 
have to be registered by means of a form to be provided by 
the Government. The medical profession was not one that 
could be controlled by the Government. But if a doctor 
might practise only on the condition that he filled in a 
particular kind of form, it was easy to see that he would 
become in effect a government employee. Once the medical 
profession was under the control of the Government and 
doctors were told, even a doctor like John Hunter, that 
they might practise their profession only if they filled in 
forms, a card system would have been introduced. That 
was correct; it was in the Bill and it was a wrong thing 
to do. Once the community came to that position it would 
have come—and he said this “coldly, calmly and deliberately” 
—to a point at which there would be a police state in 
Australia. The Bill was typical of the Government’s 
attitude on human rights. Embodied in the measure was 
the Government’s idea of freedom. The Government refused 
to recognize the right of the individual to the basic freedoms 
to which it paid lip service at the United Nations. The 
Labour Movement said that the principle was more important 
than the individual. In the present case the Prime Minister 
thought that he could let the principle go because it did not 
affect him personally. That was a very dangerous trend of 
thought. Mr. Lang then referred to the work of friendly 
societies and said that the scheme was worth while and 
based on sound common sense and a minimum of red tape. 
If the Government wanted to solve the problem, it could do 
no better than call in representatives of the friendly societies 
and benefit by their long experience with the medical pro- 
fession and the pharmacists. The Government would be 
well advised to withdraw the Bill and start again from 
scratch in a spirit of conciliation and common sense. In 
reply to an interjection asking on whose side he was, Mr. 
Lang said that he was on the side of Australia and not on 
the side of humbug. 

Mr. W. J. HuTCHINSON said that the Bill seemed to have 
two main purposes. The first was the action shot to end 
the long cold war against the doctors by coercing them into 
assisting the Government to initiate a medical benefits 
scheme that was acceptable to the Government but not to 
the medical profession. The second was the continuance 
of the propaganda campaign against the doctors on senti- 
mental lines to influence the electors in favour of the Labour 
Party when the general election was held. Mr. Hutchinson 
described what he called the challenge of the medical pro- 
fession in the following terms: “If the Government wants 
a free medicine scheme, let it have one, but let it be 
untrammelled. Let there not be a limited formulary. Let 
us prescribe for our patients as we think they should be 
prescribed for. Let us be free to prescribe as our skill and 
knowledge say that we should. Let us prescribe on our 
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own prescription forms. Let the prescriptions be taken 
to the pharmacists for dispensing. Let the chemists send 
the bills to the Government for payment. Let the basis of 
the scheme be the British Pharmacopeia, which gives a 
much wider scope than is given by the proposed formulary. 
As new drugs come into being, they are quickly taken 
into the British Pharmacopeia. As the drugs become avail- 
able the doctors will then be able to prescribe them without 
delay.” He said that every supporter of the Government 
had either to reject or to accept it. The trouble was that 
the Government wanted a free medicine scheme on its own 
terms which entailed the ultimate destruction of the medical 
profession. Mr. Hutchinson could see no public benefit 
resulting from such a service or from any socialized service. 
Although certain individuals might gain some advantage 
under the scheme, its cost would be borne by the taxpayers. 
Therefore it was necessary to consider how the scheme 
might grow and the sum of money that might ultimately 
be involved. Mr. Hutchinson believed that the method 
suggested in the measure was not the correct way to tackle 
the health problems of the nation and that it would result 
eventually in a colossal waste of public money. 


THE HONOURABLE A. A. CALWELL said that it was ridiculous 
to say that all persons could receive the benefits of the 
legislation under discussion from friendly societies. Only 
a section of the community could be admitted to friendly 
societies, and only the very healthy; and to obtain any 
substantial benefit from such membership it was necessary 
to join at a rather early age. Mr. Calwell referred to the 
objections raised by members of the British Medical Associa- 
tion to the scheme. In regard to the proposal that the 
scheme should be administered by a commission composed 
almost entirely of doctors, he said that such an arrange- 
ment would be unsound. In any case he did not think that 
the medical profession was capable of providing first-class 
administrators. In regard to the regulation-making power, 
this was included in almost every act. The Bill contained 
no provision for the imposition of censcription and there 
was nothing in it which dealt with socialization. As a 
matter of fact the Government had guaranteed that the 
traditional doctor-patient relationship would be maintained. 
The Government had given to every person in the com- 
munity the right to choose his own doctor and had given 
to every doctor the right to carry on his private practice. 
The ultimate dividend from the scheme would be incalculably 
high because it was a good sound scheme. 

Mr. B. H. Corser opposed the measure because it was not 
based on any principle of democracy. It was a Bill to steal 
the liberty of one section of the people. Indeed the Govern- 
ment was on the way to its goal which was the general 
liquidation of all the liberties of the people. Its principal 
concern was to assail private enterprise. Mr. Corser thought 
that if medical practitioners were subjected to compulsion 
such as was proposed, they would lose their initiative and 
the desire to extend their knowledge. To that degree the 
Government was doing an injury to the community. 

Mr. K. E. Beazuey said that it was quite certain that Mr. 
Menzies, in saying that the measure was the first step in 
the nationalization of medicine, was unsound, because the 
High Court would not tolerate such an attempt in view of 
the express prohibition contained in the proviso, “but not 
so as to authorize any form of civil conscription”. 

THE HONOURABLE A. G. CAMERON wondered why the Govern- 
ment did not go a step further and compel every patient or 
every elector to carry at all times a copy of the formulary 
together with a few blank prescription forms. Another way 
in which the Government could further inconvenience the 
public would be to compel every person who wanted free 
medicine to sign an application for it. Why somebody had 
not thought of that he did not know, but he had no doubt 
that it would be thought of sooner or later. He was quite 


* sure that the people were not yet anywhere near the end 


of the Government’s capacity to insist upon the use of 
forms in relation to social services. 

Mr. A. V. THOMPSON said that he had been assured by 
dispensers of long experience with whom he was acquainted 
that in prescribing for lodge patients some doctors needlessly 
included a number of ingredients instead of prescribing 
drugs listed in the British Pharmacopeia in order to justify 
making an extra charge of 3s. 6d. “If a doctor includes 
in a prescription for a lodge patient only drugs which are 
included in the British Pharmacopeia he is not entitled to 
make any additional charge.” 

Mr. W. G. TuRNBULL opposed the Bill and said that there 
had been a great deal of confusion on the part of govern- 
ment speakers. 

TH HONOURABLE J. J. DEDMAN, in reply, said that it was 
a completely irrelevant argument to say that the Bill was 
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a first step in medical conscription. He referred to the 
national insurance legisiation undertaken by the Lloyd 
George Government in Great Britain and to the objections 
1aised to it by the British Medical Association. The 
legislation had been placed upon the statute book in the 
United Kingdom and had remained there ever since. Every- 
one today recognized that the passage of that legislation 
had been a progressive step. The Leader of the Opposition 
had said that any claim that the Government had a mandate 
for the present legislation was completely false; and he had 
gone on to say that all that the Government had achieved 
through carrying the issue at the referendum was that it 
had obtained power to pass legislation with respect to matters 
of the same kind as those under consideration. That was 
a very specious argument, because a government could not 
ask the people to give it power to enact certain legislation 
and at the same time separate that power from the purposes 
which the people desired to achieve in agreeing to the 
request. If ever a government had had a mandate to do 
anything, the present Government certainly had a mandate 
to pass legislation to provide free pharmaceutical benefits. 
Mr. Dedman then referred to the conference between the 
Minister for Health and the Federal Council of the British 
Medical Association at which the Minister had replied to 
a question by Dr. H. C. Colville that the Government’s 
ultimate objective was the complete elimination of private 
medical practice. He said that the Minister at that con- 
ference in elaboration of his statement had said that he 
thought that there would always be a residue of people 
who would demand a completely private practice and there 
would always probably be a residue of doctors who would 
insist upon functioning in that way. Inevitably there 
would be a residue of people who would have nothing to do 
with a national medical scheme. Mr. Dedman said that in 
his opinion the extracts that he had read (they have not all 
been reproduced here) proved quite clearly that in tearing 
away a particular statement from its context and in failing 
to make clear what were the circumstances in which the 
Minister had made the statement, the Leader of the 
Opposition (Mr. Menzies) had been guilty of the most gross 
misrepresentation, amounting almost to perversion of the 
truth in his failure to put the whole case. To this Mr. 
Menzies interjected that not one of the statements that the 
Minister (Mr. Dedman) had quoted qualified the passage 
that he himself had quoted, and he hoped that everyone 
would read the statement, for he knew the view that they 
would form if they did. Mr. Dedman concluded his speech 
by stating that the Government was determined that the 
medical profession should not control its policy. It intended 
that the people should have free pharmaceutical benefits 
and the Bill was designed simply to ensure that the pro- 
fession would not obstruct its plans. 

The question was put: “That the Bill be now read a 
second time”, and the question was resolved in the 
affirmative. i 

The Bill was read a second time. 

In committee only one question was asked. The Bill was 
agreed to and reported without amendment; the report was 
adopted. 

The Bill by leave was read a third time. 


ae 


Congresses. 


THE AUSTRALIAN AND NEW ZEALAND ASSOCIATION 
FOR THE ADVANCEMENT OF SCIENCE. 


THB twenty-seventh meeting of the Australian and New 
Zealand Association for the Advancement of Science was 
held at Hobart from January 12 to 19, 1949, under the 
presidency of Dr. A. B. WaLkom, Director of the Australian 
Museum in Sydney. Parts of this report appeared in the 
issues of April 30 and May 7, 1949. 


The Spread and Control of Infectious Disease. 

Dr. I. M. Mackerras and Dr. M. J. Mackerras (Brisbane), 
in a paper entitled “Some Notes on the Spread and Control 
of Infectious Disease"’, said that it was a normal procedure 
in the control of infectious disease to seek the weakest link 
in the chain of transmission, and then to attempt to break 
it. On the assumption that the causal organism was known, 
or at least recognizably defined, by its behaviour, control 
was logically developed in two stages: first, by discovering 
just how the parasite travelled from host to host and what 
conditions influenced its travelling—an ecological study; 
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and second, by attempting by mechanical or biological means 
to make its journeyings more difficult. If this failed one 
might still try to suppress its activity or nullify its effects. 

It was, first, necessary to distinguish clearly between 
prevention and control. One might prevent infection in the 
individual, but control it in a population. Extermination 
of a parasite was exceedingly difficult. It had been achieved 
with Anopheles gambie, with epidemic malaria in a corner 
of Brazil, and with scab in sheep, surra in camels, rinderpest 
in cattle, and plague in man in Australia, but these were 
all introduced diseases. Endemic infections might sometimes 
be controlled, but rarely eliminated. Secondly, it was 
necessary to decide whether it was wise to control the 
infection. This question had arisen during the war, when 
thought had to be given in some areas to avoidance of the 
reduction of the hard-won immunity of natives to malaria, 
and their consequent exposure to the risk of an epidemic 
when they returned to natural conditions after the war 
ended. Thirdly, the method of control varied greatly 
according to the kind of population involved. The efficiency 
with which infection could be controlled in a disciplined 
service community, as compared with an undisciplined civil 
community, was a phenomenon which was too striking to be 
ignored. Finally control measures had to be adapted to 
population density. 

It was difficult to make an epidemiological classification of 
infections, for many were transmitted in more than one way. 
The methods of transmission were by contact, by diffusion 
(for example, of droplets or of dust), by contamination, 
and lastly by inoculation. The last group included trans- 
mission of infections by the bite of an Arthropod. The 
authors discussed various infections in regard to their modes 
of transmission, including clostridial infections in sheep, 
tetanus, especially neonatal tetanus, droplet infection, bacil- 
lary dysentery and Salmonella infections. 

Epidemiologically, Salmonella infections 
distinct subgroups: first, enteric infections; second, food 
poisoning; third, endemic salmonellosis of infants; and 
fourth, epidemic salmonellosis of infants. In regard to the 
food-poisoning group, there were three possibilities: the 
food itself might have come from an infected animal and 
been incompletely cooked before consumption; the prepared 
food might be contaminated by infected vermin; or the food 
might be contaminaied from a temporary human carrier, 
either directly or by way of flies or cockroaches. In Brisbane 
the authors had found 9 of 490 rats and 10 of 341 healthy 
human adults carrying Salmonellas, but so far only two 
series of family infections. Endemic salmonellosis of infants 
was an extension of the food-poisoning group, and a link 
between it and the next group—epidemic salmonellosis of 
infants. During the ten months from March to December, 
1948, they had found nine Salmonella infections in 292 
unselected infants, some of whom had a history of “bowel 
upsets’, but none ill enough to be sent to hospital. New- 
borns were infected from their mothers; older babies more 
probably by contamination of food. The fourth group, 
epidemic salmonellosis of infants, was associated with hos- 
pitals and other institutions which cared for young babies. 
The sources of infection were the unsuspected infant 
carriers, and the paths of infection led from the feces of 
the carriers to the mouths of other babies in the place. The 
most direct path was from the hands of the nurse who 
attended to the baby’s toilet and then rinsed the napkin in 
the sink. In Brisbane the authors had found Salmonellas 
in sinks and scrubbing-brushes, in ward annexes, and in 
hand basins, nail-brushes, mice and cockroaches in the 
wards; Mushin had found them also on hand towels, in 
mice, and in five of eleven samples of dust in the ward where 
infections were occurring in Melbourne. Prevention lay, 
firstly, in acute realization that all feces, even from the 
youngest baby, were potentially dangerous; and secondly, 
in establishing a permanent routine system of control. 

Insect-borne infections should be simple to control, because 
there was a single, clearly defined path from the infected 
person, by way of the specific vector, to the susceptible; 
yet Rogers had remarked that the simplicity of the theory 
of malaria control was only exceeded by its difficulty in 
practice. Also it was a costly operation. Procedures for 
“personal protection’’—clothing, nets, repellents—could be 
regarded only as relative failures. On the other hand, the 
value of suppression by drugs was unquestioned. Control 
of other mosquito-borne diseases in Australia (dengue, 
filariasis) depended almost entirely on urban mosquitc 
control. In animal reservoir infections man was an 
accidental intruder into a cycle which normally involved 
only some lower vertebrate and a transmitting Arthropod. 
It was difficult to control the populations of reservoirs or 
vectors unless they lived in close association with man, but 
they might often be avoided. Thus it had been easy to 
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avoid relapsing fever in Palestine by keeping away from 
the caves where the water ticks lived, until enemy hostility 
drove the troops to use them as the lesser evil. Not every- 
one could avoid the dangerous areas for animal reservoir 
diseases, so McCulloch had sought to adapt the treatment 


of clothing with dibutyl phthallate to civilian needs. The 
method was highly efficient. Plague was quite different from 
other members of this group of diseases. Its reservoir 
lived in close association with man, so close that an 


epizootic in the one induced an epidemic in the other, and 


both reservoir and vector were accessible to attack. The 
effects of DDT and modern treatment gave hope that the 
world had seen its last widespread plague epidemic. In 


welcoming Fellows of the Royal Society of Tropical Medicine 
and Hygiene to America last May, Barnes had spoken of 
“the extraordinary optimism and confidence with which we 
face tropical diseases today”. The authors hoped that they 
had shown that a similar confidence was not misplaced in 
a somewhat wider field. 

Dr. H. McL. Gorpon (Sydney) ‘said that the negative 
aspect of preventive medicine made it difficult of application. 
If the measures applied were successful, nothing happened— 
nothing at least that one could see. Education of the public 
in these matters was a slow process. More use might be 
made of propaganda along the lines of modern commercial 
advertising. 

Proressor F. M. Burner (Melbourne) congratulated the 
authors on their very interesting paper, and on the way in 
which they had stressed the ecological approach. One thing 
they had not mentioned, among the problems that entered 
into the question of infectious disease, was the danger 
inherent in prophylactic chemoprevention, as in the use of 
sulphadiazine in respiratory infections due to the hemolytic 
streptococcus. This danger was the possibility that resistant 
strains might arise. During the war the United States 
Army had encountered malaria parasites resistant to 
paludrine. The production of a streptomycin-resistant strain 
of the tubercle bacillus was another possibility. Such a 
strain might become the dominant one in a community. He 
had been impressed by the emphasis laid on the ecological 
point of view, and the danger of interfering with a condition 
of stability. Dr. Scholes’s remarks on the rubella outbreak 
had illustrated the necessity of looking at the ecological 
aspect. 

Dr. E. S. Morris (Sydney) said that Dr. Mackerras had 
made him feel that Salmonellas were an ever-present danger. 
He almost envied veterinarians their capacity for controlling 
epidemics, by slaughtering the victims of the epidemic by 
hundreds and thousands. Unfortunately it was much more 
difficult to control epidemics in human beings. There were 
endless difficulties not only of passive resistance but political 
difficulties. He asked what was to be done with the individual 
with, for instance, tuberculosis, who did not care whether he 
infected others and could not be made to care. It had been 
suggested that he should be put into hospital and kept there 
until he was non-infectious. This was not always possible. 
If such an individual left hospital against advice, he might 
possibly be prosecuted, but could not be fined. If a leper 
insisted on walking out of a lazarette he could do so. Dr. 
Morris had asked the Crown Solicitor what was to be done 
with a leper who habitually roved from Queensland to New 
South Wales lazarettes and back again. The Crown Solicitor 
had given him no definite answer. 

Mr. MuNCH PETERSON (Melbourne) described an attempt 
to control bovine mastitis by the use of penicillin. This 
disease was caused by a number of organisms, principally 
Streptococcus agalacticus. After twelve months’ treatment 
of an infected herd with penicillin, the incidence of infection 
remained approximately the same, but a survey of the 
infecting organisms showed that the number of strains 
pathogenic to human beings had increased. Such treatment 
of infected herds might lead to more human infections, and 
those, moreover, with organisms which. were penicillin- 
resistant. 

Dr. WILSON (Melbourne) asked if Dr. Mackerras could 
describe a really adequate method of dealing with babies’ 
napkins, to say nothing of their cots and mattresses. He 
asked whether it was really a good thing to control epidemics 
due to organisms whose pathogenicity was on a commensal 
level. Salmonellas might eventually reach that level. As it 
was, it often happened that only one member of an affected 
family developed severe diarrhoea, while others showed no 
symptoms, even though the organism was found in their 
stools. 

Dr. M. Macxerras said that the endemic level of 
suineaine infection about which Dr. Morris was worried 


* was not likely to increase but to decrease. In reply to Dr. 


Wilson, he said that the essence of control of infants’ homes 
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was to treat napkins as soiled dressings; to place them in 
containers with disinfectant for cover; to boil before scrub- 
bing, and not to scrub before boiling. He was grateful to 
Professor Burnet and to Dr. Morris for bringing out the 
ecological nature of the problems raised. 


“B.C.G.” in the Control of Tuberculosis. 

Dr. J. TREMAYNE (Hobart) gave a short Outline of the 
history of “B.C.G.” vaccine. The theory of its use, hé said, 
was founded on knowledge of the primary tuberculous 
infection. He described the methods used for administration, 
mentioning possible complications and how these might best 
be avoided. Vaccination with “B.C.G."” was most applicable 
to susceptible groups of the population such as tuberculosis 
contacts, especially children, nurses and attendants in 
sanatoria, and nurses in general hospitals. Statistics given 
by various workers were quoted, notably those of Heimbeck, 
of Oslo. 

PrRoFEssoR F. M. Burnet (Melbourne) thanked Dr. 
Tremayne for a useful outline of the subject. The protection 
afforded by “B.C.G.” vaccine should be given to susceptible 
groups such as nurses and attendants in sanatoria and 
nurses in general hospitals. In regard to the general com- 
munity he thought that it was the duty of the medical 
profession to eliminate tuberculosis rather than to accept 
the present situation and resort to universal vaccination. 

A speaker asked whether and for how long contacts 
should be segregated before and after vaccination with 
“B.C.G.”.. He was surprised at the rather low proportion of 
“takes” in some of the figures quoted by Dr. Tremayne and 
asked what method of vaccination had been used. 

Dr. E. S. Morris (Sydney) mentioned the possibility of a 
patient’s developing tuberculosis after “B.C.G.”’ vaccination. 
He asked whether there was a danger that legal action 
might be taken in such a case. 

Dr. TREMAYNE, in reply, said that the Norwegian figures 
he had quoted did show a large number of failures to convert 
“Mantoux-negative” persons to “Mantoux-positives”’. The 
patients vaccinated in Hobart had shown a Mantoux con- 
version rate of almost 100%. He had used the intradermal 
method. Of the clinics he had seen in Nerth America, all but 
one had used the intradermal method. In regard to segrega- 
tion, individuals should be isolated from all known sufferers 
from tuberculosis for six weeks before being vaccinated and 
for six weeks afterwards. Unfortunately this was not always 
possible in the case of children of tuberculous mothers. An 
X-ray examination of the chest and a Mantoux test should 
be carried out immediately before inoculation. Some eminent 
people such as Professor Wilson and Professor Wells of 
Oxford had opposed “B.C.G.’’ vaccination because adequate 
statistics were not yet available. But it might be asked 
whether there had been any well-controlled statistics about 
vaccination against smallpox, or immunization against 
diphtheria: when these procedures were first used. pe, 
Morris's question about legal action raised a problem he had 
not yet had to face. But the organism used in the preparation 
of “B.C.G.” vaccine was an attenuated bovine strain. Unless 
the patient was coughing up bovine tubercle bacilli therefore, 
the vaccine could not be implicated. 


Rheumatic Fever in its Public Health Aspects. 

Dr. A. R. SourHwoop (Adelaide) presented several tables 
indicating the increase in deaths from cardiac diseases. Of 
about 70,000 deaths each year in Australia, 23,000 were 
attributed to diseases of the circulatory system. Most of 
that large group were labelled on death certificates as 
myocardial degeneration (about 13,000) and coronary diseases 
(6000). Carditis, acute and chronic, accounted for 2000 
deaths each year, and was mainly due to rheumatic infection 
The victims were mainly people under forty years of age— 
that was the serious feature. Practically all heart disease 
in children and young adults arose from rheumatic fever, 
often of partial or subdued nature. Dr. Southwood thought 
the number of cases of rheumatic heart disease in recent 
years showed no great change. 

Dr. Southwood mentioned the discussion at the Aus- 
tralasian Medical Congress in Perth in 1948, and referred 
to the papers of Kempson Maddox and Cyril Fortune. The 
experience in England during the war years indicated, 
according to J. A. Glover, a great decline in the incidence 
and severity of rheumatic fever. However, Thornton, Director 
of Rheumatic Services in the London County Council, had 
reported a distinctly more virulent type of infection in the 
war years, and a greater likelihood of cardiac damage. 

The programme for future action, according to Dr. 
Southwood, should include continued research into the cause 
and control of rheumatic fever. Probably a better under- 


standing of streptococcal infections would assist in better 


management of the infection The provision of adequate 
hospital facilities for long-term care of patients suffering 
from acute and subacute forms of the disease, assuring 
minimal cardiac damage, was essential in all communities 
Education of people generally in the dangers of rheumatic 
infection, even in its mild forms, in causing cardiac disease, 
warranted greater attention. Education for the young 
victims in hospital schools and similar convalescent institu- 
tions, vocational training, and general assistance along 
economic lines were all desirable measures 

Dr. Southwood doubted the value of compulsory notifica- 
tion of rheumatic fever in improving the present situation. 
The experience in English localities where notification had 
been tried had not proved very useful. The great variation 
in the symptoms in acute and subacute infections and the 
fact that minimal symptoms might be followed by maximal 
cardiac damage, raised difficulties in administrating practice 

PROFESSOR S. Russo (Melbourne) showed tables dealing with 
experiences in Melbourne regarding rheumatic fever He 
remarked upon the frequency of abdominal pain (often 
mistaken for appendicitis), which he had found to be present 
in one case in ten. His figures also showed that in first 
attacks very few nodules were observed, but that arthritis 
and carditis were the most constant symptoms Figures 
also showed that in Victoria the incidence was not definitely 
seasonal. With regard to the recurrence of rheumatic fever, 
Professor Rubbo had found that from four to fourteen years 
of age the recurrence rate was 8%, but with sulphonamide 
treatment (1°0 gramme daily over several years) the rate 
fell to 3%. Charts were also shown demonstrating anti- 
streptolysin titration, including one showing anti-streptolysin 
titration after tonsillectomy. 


the Mouse 


Experimental Pertussis ii 
Dr. STEPHEN FISHER (Melbourne) gave an outline of the 
development of the study of experimental pertussis in mice. 
He discussed the types of experimental disease produced by 
the various routes of infection (intraperitoneal, intranasal 
and intracerebral), particularly in relation to the protection 
afforded against them by passive and active immunization. 
He made an attempt to correlate the findings in immuniza- 
tion against experimental infection in mice on one hand, and 
against natural infection in man on the other 


Meeting at the Royal Hobart Hospital 

A meeting of Sections 7] and N was held at the Royal 
Hobart Hospital on the morning of Saturday, January 16. 
Members. were welcomed by Dr. A. G. Robbie, medical 
registrar of the hospital. A clinical demonstration was given 
by Dr. Campbell Duncan and a demonstration of experi- 
mental and clinico-pathological material relating to the 
theme of the sectional meetings was arranged by Dr. W. R. 
Pitney, pathological registrar at the hospital, assisted by 
Dr. T. Clive Backhouse, Dr. A. Bolliger, Professor Sydney 
Rubbo, Dr. Michael Wilson, Dr. Stephen Fisher and Dr. 
Stanley Williams 

oe 


JOost-Oraduate Cork. 


THE MELBOURNE PERMANENT POST-GRADUATE 
COMMITTEE. 


PROGRAMME FOR JUN} 


Classes for Higher Degrees and Diplomas. 
Cuasses for Part I M.D.,. M.S., D.O., D.L.O., D.GO., D.D.R. 
and D.A. and pathology for Part Il D.D.R. will be continued 
at the university. 


Courses Suitable for M.D. Part II and M.R.A.C.P.: Clinical 
Demonstrations. 

Cardiology.—The following demonstrations in cardiology 
will be held under the direction of Dr. Hume Turnbull at 
2 p.m. on Tuesdays and Fridays. June 7: “Congenital Heart 
Disease and its Treatment’, Dr. H. B. Kay, at the Alfred 
Hospital; June 10: “Cases of Valvular Disease of the Heart’, 
Dr. F. Niall, at Saint Vincent’s Hospital; June 14: “The 
Effects of Pulmonary Disease on the Heart’, Dr. T. H. Steel, 
at the Alfred Hospital; June 17: “The Treatment of Hyper- 
tension”, Dr. J. L. Frew, at the Royal Melbourne Hospital; 
June 21: “The Use of Anticoagulants in Cardiac and 
Vascular Disorders”, Dr. W. MclI. Rose, at the Royal 
Melbourne Hospital; June 24: “Rheumatic Heart Disease”, 
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Dr. K. Grice, at the Royal Melbourne Hospital. The fee 
for this course is £3 3s. 

Neurology.—The following demonstrations in neurology 
have been arranged by Dr. E. Graeme Robertson. Thursdays, 
June 23 and 30 and July 7, at 2 p.m.: Demonstration by Dr. 
E. Graeme Robertson with particular emphasis on spinal 
conditions, at the Royal Melbourne Hospital. Tuesdays, 
June 28 and July 5 and 12, at 10 a.m.: Demonstration by Dr. 
Leonard B. Cox, with particular emphasis on cerebral con- 
ditions, in the out-patient department of the Alfred Hos- 
pital. The fee for this course is £3 8s. 


Enrolments. 
Enrolments for any of the above courses should be made 
with the Secretary of the Committee, 426 Albert Street, East 
Melbourne (JM 1547), two weeks before commencement. 


Week-End Course at Mooroopna. 

A week-end course will be held at Mooroopna on Saturday 
and Sunday, June 18 and 19, 1949, commencing at 2.30 p.m. 
on June 18. Dr. Schloeffel, Maud Street, Shepparton 
(telephone 67), will make enrolments. 


Demonstration at Flinders Naval Depot. 

On June 8, 1949, at 2.30 p.m., Mr. Alwynne Rowlands 
will discuss “The Surgical Management of Peptic Ulcera- 
tion” at Flinders Naval Depot by arrangement with the 
Royal Australian Navy. 


Clinic at Eye and Ear Hospital. 


The Victorian Eye and Ear Hospital will hold an afternoon 
meeting on Wednesday, June 1, 1949, at 4.30 p.m., when Dr. 
Ronald Stott will conduct an eye clinic. 


Post-GRADUATE WEEK IN MELBOURNE. 


A post-graduate week of lectures and demonstrations will 
be held by the Alfred and Women’s Hospitals in the week 
commencing October 17, 1949. This will comprise lectures, 
clinical demonstrations and operative sessions, and will cover 
a wide range of general and special subjects. 

The week will commence at the Alfred Hospital on 
October 17 and continue on October 18, 19 and 20 at this 
hospital. On October 21 the Women’s Hospital will arrange 
lectures and demonstrations. 

Full details will be published at a later date and inquiries 
should be addressed to the Melbourne Permanent Post- 
Graduate Committee, 426 Albert Street, East Melbourne, 


Victoria. 





Correspondence. 


A DISCLAIMER. 





Sir: In the Newcastle Morning Herald of the ninth instant 
@ paragraph refers to my article in THE MEDICAL JOURNAL OF 
AustTrRALia of the same date entitled “Unusual Ability after 
Laryngectomy”. 

Quoting my name, the reporter implied that I advocate 
laryngectomy to give patients strength. 

Would you, by publishing this letter, give me an oppor- 
tunity to state that this reference to my article was made 
without my authority or consent? 

A protest to the editor concerned resulted in an apology, 
which has been accepted. 

Yours, etc., 
A. B. K. WATKINS. 

Commercial Bank Chambers, 

Bolton Street, 
Newcastle, New South Wales. 

April 27, 1949. 





THE MAKING OF ABDOMINAL INCISIONS. 


Sir: Dr. Lee’s article on the above reminds me of the 
following. 

Forty-two (42) years ago, when working in the patho- 
logical laboratory at the Prince Rudolph Hospital in Vienna, 
I was invited to witness the latest introduction by the 
then famous senior gynecologist (I forget his name). It 
consisted of a transverse incision for gynecological opera- 

















tions. His idea, I was told, was to hide the post-operative 
scar in the transverse abdominal folds. 
Yours, etc., 
227 Macquarie Street, AurreD BE. FINcKH. 
Sydney, 
May 1, 1949. 





Mbituarp. 


SIDNEY VALENTINE SEWELL. 





WE are indebted to Dr. A. E. Rowden White for the 
following account of the life of the late Sir Sidney Valentine 
Sewell. 

The death of Sir Sidney Valentine Sewell on March 13, 
1949, cast a gloom over the community and he will be 
mourned by hundreds of patients whom he had served so 
tirelessly for more than forty years. When one comes to 
review his life’s work it will be agreed that it is a series of 
brilliant records beginning with his education at the Caulfield 
Grammar School which was followed by two years as a 
teacher in general subjects at the Hamilton College in the 
Western District of Victoria. On the eve of his twenty-first 
birthday he entered the University of Melbourne and went 
into residence at Queen’s College, sharing a study with his 
esteemed and life-long friend Charles V. Mackay. There 
were several good students, including G. C. M. Mathison 
(who was killed at Gallipoli), C. V. Mackay, L. S. Kidd and 
J. Avery, doing the same course and sharing high honours 
and exhibitions, but in the final year Sewell gained first-class 
honours in medicine, surgery and obstetrics, and won the 
Beaney Scholarship in Surgery. This splendid success 
entitled him to become senior resident medical officer at the 
Melbourne Hospital for twelve months, 1906-1907, and at the 
end of that time he was appointed acting medical superin- 
tendent during the absence of Dr. Amess through illness. 
Following this, fer several months he lectured in pathology 
at the Medical School in place of Professor Sir Harry Allen, 
who was on sick leave. 

He married Alice Maud, sister of Joseph Cunning, Senior 
Surgeon to the Royal Free Hospital, London, on March 18, 
1908, and ten days later he and his wife left on a two years’ 
visit to England and the Continent. Within a few days of 
their arrival, Sewell joined Sir Victor Horsley in his 
laboratory at University College and helped him for twelve 
months in research work on the nervous system. He 
managed also to attend the National Nervous Diseases 
Hospital at Queen Square, and was also associated with 
Professor F. W. Mott at Claybury. With the latter he wrote 
Chapter X on “The Nervous System” for a “Text Book of 
General Pathology” edited by M. S. Pembrey and J. Ritchie. 
Towards the end of 1908 Sir James Mackenzie had come 
to London, and on one of his visits to Horsley’s laboratory, 
Sewell casually remarked that he had read his book on “The 
Pulse’, to which Sir James promptly replied: “Then you 
are the only man in London who has!” It is interesting 
how friendships may result from small incidents; Sewell 
saw much of Sir James afterwards, and worked with him 
when he had completed his polygraph. In fact, Sir James 
invited Sewell and H. H. Turnbull to assist him at his first 
demonstration of it before a gathering of London physicians. 

In the summer vacation of 1908 Sewell and his wife 
visited Germany and lived with a German family, con- 
centrating chiefly on learning the language. A second visit 
was paid later when he worked in Wassermann’s laboratory 
at the time when the arsenical “606” was being developed, 
which commenced a new era in chemotherapy. He managed 
also to attend the clinics of Oppenheim and _ others. 
It will be noted that his visit to England was very fully 
occupied, but before leaving he travelled to Edinburgh on 
two occasions to attend the post-graduate classes of 
Alexander Bruce and other physicians. Professor Sherrington 
invited him to spend his last month in England at Liverpool 
to assist him in his laboratory. 

On his return to Melbourne he commenced practice at 83 
Collins Street and was invited by Sir Richard Stawell to 
assist him for a period of twelve months. He was appointed 
honorary neurologist to Saint Vincent’s Hospital, resigning 
that position a few months later to take charge of the first 
afternoon clinic as physician to out-patients at the Melbourne 
Hospital, and invited his old friend Dr. Charles V. Mackay 
to be his first clinical assistant. 

It was at this juncture that he was invited by the senior 
members of the medical profession to give a series of post- 
graduate lectures on neurology at the Medical School of the 
University of Melbourne. These lectures were an outstanding. 
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success as they demonstrated that he was a first-class 
lecturer and showed great knowledge and ability in 
expounding the recent work of Sherrington, Horsley, Head, 
Mott and others. His clear exposition of what was formerly 
regarded as a most difficult branch in medicine brought him 
at once into the forefront for consultation work. He 
acquired a very large practice, and even in those early days 
of his career it was obvious that in due course he would 
become a prominent leader of the profession. 

In 1911 during the absence of Professor W. A. Osborne in 
North America and Europe, Sewell was selected to give the 


lectures on the central nervous system to the third year 
medical students, which he did with great success. 

During World War I he was refused overseas service 
because of a physical disability which he carried for the 


remainder of his life—in fact his health was always sub- 
standard. Despite this disadvantage he insisted upon working 
to the fullest of his capacity. He was put in charge of the 





returned soldier shell-shock cases, and in this work he had 
conspicuous success with their management, direction and 
treatment. 

He next became interested in the early diagnosis and care 
of pulmonary tuberculosis and joined the staff of the private 
sanatorium “Glenelg” at Balwyn. He travelled to England 
and saw the new treatment at Brompton Hospital by lung 
compression and he was one of the first to practise the 
method in Victoria. In 1924 he went to the United States of 
America to visit and work in numerous clinics including 
those at Rochester (Mayo), Boston and New York, and 
accumulated much information concerning the control of 
tuberculosis for the Government of Victoria, of which Sir 
Stanley Argyll, M.D., was then Premier. Unfortunately the 
Government was defeated shortly after his return and no 
use was made of the information. 

Up to this time Sewell had been too busy to enter into the 
activities of the British Medical Association, but after one 
of his visits to England he considered, because of the high 
professional standard of the practising physicians here, it 
was an opportune time to begin regular meetings at which 
addresses would be given on the scientific advances and 
progress in medicine. He therefore called a meeting of the 
senior physicians of the city to discuss a proposal to form 
a society similar to that of the Association of Physicians 
of Great Britain and Ireland. The response was immediate 
and the objective was enthusiastically received. He and 
Sir Richard Stawell next corresponded with and visited 
leading physicians in Sydney and Adelaide who were duly 
impressed and satisfied with the proposals. Representatives 
were appointed from each State and at a meeting held in 
Sydney in 1930 the Association of Physicians of Australasia 


| 


was established Notwithstanding its unqualified success, 
Sewell worked very hard during the next few years with 
other councillors to raise the Association’s status even 
higher. Several of them, among whom were Sir Charles 
Blackburn, Sewell, Holmes A Court and Latham, travelled 
to England in the summer of 1937 to meet and negotiate 
with the Council of the Royal Physicians of London on the 
advisability and possibility of forming a Royal College fo! 
Australasia. Their efforts were successful, and in December, 


Physicians), the 


19388 (having absorbed the Association of 

Royal Australasian College of Physicians was inaugurated. 
He became its second President 1940-1942. A full-size 
portrait in oils by Wheeler, in the robes of office, now 
hangs in the College It was presented by a Fellow, an 
admirer and close friend 

For many years the cabinets of the States and the 


Federal Government were accustomed to discuss the problem 


of fighting tuberculosis; usually no direct action resulted 
(in Victoria at any rate) until Sir Albert Dunstan, then 
Premier, listened in to a broadcast address by Sewell from 
Wesley Church at a “Pleasant Sunday Afternoon Meeting” 
(a custom established years ago of Sunday addresses by 
distinguished citizens or visitors) on a constructive scheme 
for waging war on tuberculosis Sir Albert was greatly 
impressed by it and the following morning he sent his 


secretary to Berwick to interview and invite Sewell to call 
upon the Premier. For over a decade Sewell had waged a 
crusade against the scourge of tuberculosis and was fearless 
in attacks on politicians for their neglect of such an impor- 
tant plan and on the medical profession for its apathy. At 
last it seemed possible that something definite would be 
done, as the Victorian Cabinet voted hundreds of thousands 
of pounds to build large sanatoria about the State and 
hospitals for acute cases of tuberculosis. During the past 
the United 


twelve months he undertook two air trips to 
States of America and Canada to study the most recent 


developments in the control of tuberculosis. Changes of 
government occurred, but Sewell still continued to keep the 
problem constantly before them until the policy and plan 
which he had fought for so strenuously were accepted. It 
is interesting to note that even when Sewell was aware of 
the inroads of an attack of a mortal illness on his health, 
he accepted the invitation of the Cabinet to attend two 
meetings, the first three months and the second a month 
before his death. In fact the Minister of Health, or his 
department, was almost in daily communication with him 
until within a few hours of his passing. 

Sewell possessed the kindliest disposition imaginable which 
endeared him to all his patients and friends. This side of 
his character was exemplified recently when he returned 
exhausted and travel-weary from the United States of 
America and learned on his arrival at his home at Berwick 
that the writer was seriously ill in Melbourne. He 
telephoned to say that he would journey down at once. it 
was with much difficulty that he was persuaded to wait a 
few days to recover from his exhaustion before doing so. 
It was natural that such a dominant character as he 
possessed would clash with those who had opposing views 
It was greatly to his credit that he would always listen to 
them with the interest and care that they deserved, and 
if after debates and interviews no agreement in viewpoint 
was reached, he never bore the opponent any ill-feeling. 
Indeed, he was always ready to show some friendly gesture 
to smooth out the difficulty. His generosity was well known 
to everybody whether it was in relation te professional 
work or entertainment. His beautiful country home and 
lovely gardens in a landscape of hill and dale were often used 
for garden parties where hundreds of the profession and 
friends were entertained. Overseas and interstate visitors 
were always assured of a hearty welcome. His versatile 
mind and wide knowledge showed many facets—in horti- 
culture and farm life. His grounds were planted with rare 
trees from all parts the world, and before the war his 
stud farm was used for research purposes by the Council 
for Scientific and Industrial Research. 

In June, 1945, he was created a Knight Bachelor for his 
distinguished work in medicine. The Council of the Royal 
College of Physicians, London, conferred upon him in 1939 
the honorary diploma of F.R.C.P., and the present Govern- 
ment in Victoria will show its appreciation by naming one 
of the large eight-storey buildings of the new Tuberculosis 
Sanatorium at Watsonia the Sir Sidney Sewell Pathological 


of 


Wing. Many eminent American physicians were amazed at 
his wide medical knowledge and profound interests, all 
saying that his visits had enriched their lives. 

The scores of colleagues and friends who attended his 


funeral bore testimony to the esteem and affection in which 
he was held, and at the Springvale Crematorium the 
Reverend Dr. Irving Benson conducted a beautiful service. 
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To his wife, Lady Sewell, his two sons (Dr. Arnold Sewell 
and Bill, fourth year medical student) and his five daughters, 
the sympathy of all his colleagues and friends is extended. 


ADAM JOHN NEWTON. 


Adam John 
at Fivedock, 


the death of Dr. 
29, 1949, 


WE regret to 
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New South Wales. 


announce 
on April 


WILLIAM BARTON JAKINS. 


WE regret to announce the death of Dr. William Barton 
Jakins, which occurred on April 30, at Lismore, New South 
Wales. 


Ciniversity Intelligence. 


THE UNIVERSITY OF MELBOURNE. 


Graduates’ Week, 1949. 

Dr. K. F. Russe.i, Associate Professor of Anatomy in the 
University of Melbourne, will deliver a public lecture entitled 
“The History of Medicine in Melbourne” as part of the 
exhibition of research activities to be held on Friday, May 27, 
1949, during Graduates’ Week. The lecture will be held in 
the anatomy lecture theatre at the university, and will be 
illustrated with slides. 

i 


jOublic Health. 


POLICE OFFENCES (AMENDMENT) ACT, 1908, AS 
AMENDED—WITHDRAWAL OF AUTHORITY TO BE 
IN POSSESSION OF DRUGS. 


Tue following notice has appeared in the New South Wales 
Government Gazette, Number 70, of April 29, 1949. 

It is hereby notified for general information that under 
the provisions of Regulation No. 25 of the Police Offences 
(Amendment) Act, 1908, as amended, the authority of Dr. 
Norman Roy Patterson, Cobargo, to procure and be in 
possession of drugs to which the Act applies for the purpose 
of his profession and to issue prescriptions for such drugs, 
is withdrawn as on and from the 16th May, 1949. 

J. M. BADDELEY, 
Chief Secretary’s Department. 

Sydney, April 29, 1949. 





THE BRITISH PHARMACOPGEIA, 1948. 


Tue following notice has appeared in the New South 
Wales Government Gazette, Number 70, of April 29, 1949. 
It is hereby notified for general information that the 
1948 edition of the British Pharmacopeia has been issued 
by the General Council of Medical Education and Registra- 
tion of the United Kingdom in place of, and in substitution 
for, the 1932 edition. 
C. A. KELLY, 
Minister for Health. 


ominations and Elections. 


THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Connolly, John James, M.B., B.S., 1947 (Univ. Sydney), 
12 Grace Avenue, Sorlie, French’s Forest. 

THE undermentioned has applied for election as a member 

of the Victorian Branch of the British Medical Association: 
Parker, John Noel, M.B., B.S., 1944 (Univ. Sydney), 
15 Huntley Road, Bentleigh, Victoria. 


| 





Diarp for the Month. 


16.—Victorian Branch, B.M.A.: House and 
Library Subcommittee. 
17.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 
18.—Western Australian Branch, B.M.A.: General Meeting, 
19.—New Scuth Wales Branch, B.M.A.: Clinical Meeting, 
19.—Victorian Branch, B.M.A.: Executive Meeting. 
24.—New South Wales Branch, B.M.A.: Ethics Com- 
mittee. 

25.—Victorian Branch, B.M.A.: Council Meeting. 

May 26.—New South Wales Branch, B.M.A.: Branch Meeting, 
May 26.—Western Australian Branch, B.M.A.: E. C. Stirling 

Lecture. 

May 27.—Queensland Branch, B.M.A.: Council Meeting. 

JUNE 1.—Victorian Branch, B.M.A.: Branch Meeting. 

JUNE 1.—Western Australian Branch, B.M.A.: Council Meeting. 
JUNE 2.—New South Wales Branch, B.M.A.: Special Groups 

Committee. 

2.—South Australian Branch, B.M.A.: Council Meeting. 
3.—Queensland Branch, B.M.A.: Branch Meeting. 
7.—New South Wales Branch, B.M.A.: Organization 


Finance, 
May 


May 
May 
May 
MAY 


May 


JUNB 
JUNE 
JUNE 


and Science Committee. 
eg 


Wedical Appointments: Important Motice, 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135 Macquarie 
Street, Sydney): Ashfield and District United Friendly 
Societies’ Dispensary; Balmain United Friendly Societies’ 
Dispensary; Leichhardt and Petersham United Friendly 
Societies’ Dispensary; Manchester Unity Medical and Dis- 
pensing Institute, Oxford Street, Sydney; North Sydney 
Friendly Societies’ Dispensary Limited; People’s Prudential 
Assurance Company Limited; Pheonix Mutual Provident 
Society. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential 
Association, Proprietary, Limited; Federated Mutual 
Medical Benefit Society; Mutual National Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, 
Wickham Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 
Terrace, Adelaide): All Lodge appointments 
Australia; all Contract Practice appointments 
Australia. 

Western Australian Branch (Honorary 
George’s Terrace, Perth): Wiluna Hospital; all Contract 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 


_ 
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€ditorial Motices. 


B.M.A. House, 225 


178 North 
in South 
in South 


Secretary, 205 Saint 





MANUSCRIPTs forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THs 
-<tor  g JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, THs 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales (Telephones: MW 2651-2.) 


Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one 
month. 

SUBSCRIPTION RatTes.—Medical students and others. not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rate is £3 
per annum within Australia and the British Commonwealth of 
Nations, and £4 10s. per annum within America and foreign 
countries, payable in advance. 
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